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The ultimate goal of every psychia- 

S C A trist is to see his hospitalized patients 
discharged. Pacatal can help in 

attaining this objective. Pacatal is 

ideal for patients with a promising future—those who have been hospitalized 
less than two years—because it keeps them accessible, ambulatory, and 
alert. On Pacatal, patients display a greater warmth of personality and will- 


ingness to cooperate. They are more responsive to psychotherapy and are 
able to establish a better relationship within their environment. 


In a one-year follow-up study of 67 schizophrenic patients treated with 
Pacatal, Vorbusch' found that 23 (or 34 per cent) were able to leave the 
hospital, and only 6 had to return for further treatment. A similar report 
by Feldman? noted a 36 per cent release rate in Pacatal-treated patients, 
with only 9 per cent returning from parole. 


Dosage: Institutionalized patients—range 100 to 500 mg. per day (average 300 mg.). 
Usually begin with 50 mg. b.i.d., increase by 50 mg. every 5 to 7 days. 
.. Ambulatory patients—symptoms usually controlled with 25 mg. 3 or 4 times daily. 


a Supplied: 25 and 50 mg. tablets in bottles of 100 or 500. 
' Available in 2 cc. ampuls (25 mg./cc.) for parenteral use. 


References: 1. Vorbusch, H. J.: J. Clin. & Exper. Psychopath., (Jan.-Mar.) 1959 
2. Feldman, P. E.: Am. J. Psychiat. 115:736 (Feb.) 1959. 
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Type of 


Number of 


Composite Results of 20 Clinical Studies 


50-90% 


<50% 


Completely 
Seizure Patients Controlled Improved 
Grand Mal 214 172 (80%) | 15(7%) 27 (13%) 
Psychomotor 29 19 (65%) 10 (35%) 
Focal Jacksonian 19 19 (100%) 


fully to other anticonvulsants. “Mysoline” was 
medication which. in some cases, was éventuaily replaced by 


& 


added to current — 


Type of TNumber of] Completely | 50-90% <50% 
Seizure Patients Controlled Improved 
Grand Mal 613 175 (28.5%) | 253 (41.2%)] 185 (30.3%) 
Psychomotor 130 10 (7.7%) 65 (50%) 55 (42.3%) 
Focal Jacksonian 92 14 (15.2%)| 36(39.1%)| 42 (45.7%) 


“Mysoline 


The dramatic results obtained with ‘‘Mysoline’’ advocate its use as first 
choice of effective and safe therapy in the control of grand mal and 
psychomotor attacks. 


SUPPLIED: 0.25 Gm. scored tablets, bottles of 100 and 1,000. 
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New York 16, N.Y. 


Montreal, Canada 
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“Surprise Bath” used in colonial 
times to “restore the distracted to 
their senses.”’ Original wood 
engraving by John De Pol. 


restore them 


Less than 200 years ago, the mentally ill were bled, purged, 
beaten and sometimes nearly drowned in efforts to restore 
them to their senses. 


The treatment of mental illness has progressed far beyond 
methods such as these. One of the major advances in psychiatry 
has come through chemotherapy—now an important factor in 
the treatment of mental illness, pioneered and developed 

with ‘Thorazine’. 


The importance of ‘Thorazine’ in psychiatry is twofold: 
(1) its continued widespread use has established it as a 
fundamental drug that can be used with confidence, and 
(2) it has led S.K.F. to the development of related drugs 
which offer the psychiatrist opportunities to help 

an even greater number of patients. 


chlorpromazine, S.K.F. 


WG) Smith Kline & French Laboratories 


*T.M., Reg. U.S, Pat. Off. 
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YOUR ANSWER MAY 


BE“! DON’T KNOW” 


OR “VERY SOON.” 
VESPRIN;: MAY MAKE 


THE DIFFERENCE 


SQUIBB TRIFLUPROMAZINE HYDROCHLORIDE 


+. unique halogenated phenothiazine for the management of schizophrenia, manic states, psychoses 
associated with organic brain disease, senile psychoses, and primary behavior problems in children. 

1. Goldman, D.: Am. J. M. Sc. 235:67 (Jan.) 1958. 2 Morehouse, W G., and Freed, J.E.: Monographs on Therapy 3:32 (May) 1958 3 Leger. Y - Union Med. Canada 87:831 (July) 1958. 
4. Bruckman, N S.; Saunders, J.C., and Kline, N S.: Monographs on Therapy 3:24 (May) 1958. = ae 


Yesprin is an agent of established efficacy and demonstrated superiority for the manage- 
ment of psychotic patients. in schizophrenia, manic states, and psychoses associated with 
organic brain disease, Vesprin controls intractable behavior patterns making patients more 
accessible to psychotherapy. Excitement, panic, delusions, hostile behavior are moderated 
to permit early insight for rapid progress into resocialization and rehabilitation. Not only 
is Vesprin your drug of choice for initial therapy, but it has proved effective in patients who 
failed to respond to other phenothiazines. 


Vesprin does not oversedate your patients into sleepiness, apathy or lethargy — and drug- 
induced agitation is minimal.! It is relatively free from side effects.!:2 Skin eruptions, photo- 
sensitivity or hyperthermia have rarely been reported. Individual dosage levels are easily 
established. Intramuscular injection causes no pain or tissue irritation. Vesprin often brings 
improvement in chronically disturbed patients refractory to shock therapies and other drugs.?-# 


Dosage: Usual initial dose, 100 to 150 mg. daily, in- 
creased or decreased according to patient response. See 
literature. Supply: Tablets: 10, 25 and 50 mg., in bottles 
of 50 and 500. Capsules: 100 mg. in bottles of 50 and 
500. Emulsion: 30 cc. dropper bottles and 120 cc. 
bottles (10 mg./cc.). Parenteral Solution: 1 cc. multiple 
dose vial (20 mg./cc.) and 10 cc. multiple dose vial 
(10 mg./cc.). Vesprin Injection Unimatic (15 mg. in 
0.75 cc.). 

SQuiss Squibb Quality = the Priceless Ingredient 
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IN LONG-TERM, “BACK-WARD” PATIENTS 
WHO ARE WITHDRAWN AND APATHETIC 


66Previously withdrawn, sullen, and seclusive patients began 
to converse, take meals with other patients, and, in general, 
react to their surroundings. 99 

Gunn, D.R.: The Role of Trifluoperazine in the Treatment of Refractory Mental Patients, 


in Trifluoperazine: Clinical and Pharmacological Aspects, Philadelphia, 
Lea & Febiger, 1958, pp. 47-53. 


66... these patients, formerly dull, listless, lethargic and 
resistant to therapy, became active, ambitious, and productive 
in their work assignments, so that some could be released 

to active employment outside the hospital.9 9 

Brooks, G.W.: Definitive Ataractic Therapy in the Rehabilitation of Chronic 


Schizophrenic Patients: A Preliminary Report on the Use of Trifluoperazine, 
ibid., pp. 54-61. 


66 One of the striking features of [‘Stelazine’] is its dual 
capacity to act as an ataractic agent to calm aggressive 
patients and as a stimulant to stir passive, sluggish patients 
into productive activity and contact.9 9 


Kovitz, B.: Management of Psychotic Tension Symptoms with Trifluoperazine: 
A Preliminary Report, ibid., pp. 144-149. 


Available: Tablets, 2 mg., 5 mg. and 10 mg. 
Multiple dose vials, | 0 cc. (2 mg./cc.) 


Literature available on request. 


Smith Kline & French Laboratories a leaders in psychopharmacology 


*Trademark for trifluoperazine, S.K.F. 
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Helps improve and outlook . 


of psychotherapy. Rapidly relieves appre- 
hension, rumination, insomnia. oa 


bilty of recovery without 


MEDICAL LIRRARY 
HISTOR.CAL ING 
DES MUINES, IOWA 


MARKED IMPROVEMENT WITH 
“Deprol* 
REPORTED IN THREE 
PSYCHIATRIC STUDIES 


STUDY #1 STUDY #2 STUDY #3 


NUMBER OF 
PATIENTS 135 35 52 


Depressed, 26 psychotic 36 involutional 

TYPE chronic psy- depressions, depressions, av. 
chotic patients, manic-depres- age77 (custodial 
mostly schizo- sive andinvolu-  patientsinnurs- 

phrenic (hospi-  tional;9neurotic ing home); 16 
talized) depressions (pri- reactive depres- 
vate practice). sions, av. age 65 

(private prac- 
tice). 


DOSAGE 1-4 tabs. q.id. 1-3 tabs. q.id. 1-2 tabs. t.id. 
(av. 2 tabs. or q.i.d. 
q.i.d.) 


1-25 wks. (av. 6-22 wks. 


DURATION OF mos., 
8 wks.) 


TREATMENT (av. 1.8 mos.) 


Substantial im- Complete or Good results in 


RESULTS provement in social recovery 78% of involu- 


41%; some im- in 57%? tional depres- 
provement in an sions and in 
additional 39 %.! 69% of reactive 


depressions. 


A DVAN TAG ES O 7 ” D e p r Oo ]* Composition: Each light-pink, scored tab- 


let contains 1 mg. 2-diethylaminoethyl 


» Antidepressant action does not produce ex- benzilate hydrochloride (benactyzine HCl) 
cessive stimulation, jitters, insomnia and 400 mg. meprobamate. 

» Restores normal sleep without depression- 
producing aftereffects gradually increased up to 3 tablets q.i.d. 

» Improves mood without depressing appetite References: 


1. Pennington, V.M.: The use of Deprol in chronic psy- 
chotic patients. Am. J. Psychiat. 115:250, Sept. 1958. 


1) a 2. Alexander, L.: Chemotherapy of depression—Use of 
meprobamate combined with benactyzine (2-diethyl- 


aminoethyl! benzilate) hydrochloride. J.A.M.A.166:1019, 


° Deprol has not produced hypotension or March 1, 1958. 3. Settel, E.: Treatment of depression 
° a in the elderly with a meprob te-b tyzine hydro- 
liver toxicity chloride combination. Submitted for publication, 1958. 
“s i 4. Personal communications from physicians; in the 

» Does not interfere with other drug thera- files of Wallace Laboratories. 


pies, or with sexual function 
» Can be used in hypertension, and with 


» Side effects are minimal Now Beenseteh, N. J. 


€D-8680 Trrave-manx 
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A PRACTICAL JOURNAL ON PSYCHIATRY AND NEUROLOGY 


Differential Nareo-Stimulation 
ALBERT A. LAVERNE, M.D. 


Differential Narco-Stimulation is a new 
biological technique which consists of de- 
pression of the central nervous system with 
chemical anesthesia followed by maximal to 
supra-maximal electrical stimulation, alter- 
nately and intermittently produced, thereby 
selectively influencing various levels of the 
brain. Convulsive doses of current reach 
the cortical levels and_ supra-convulsive 
doses the sub-cortical levels. The physical 
convulsions and side effects which such cur- 
rents would ordinarily prcduce are fully and 
safely prevented by specific chemical antag- 
onists. 

The development of this technique stems 
from (chemical) narco-stimulation §intro- 
duced by the author in 1958. In the earlier 
technique, various analeptics such as metra- 
zol and Megimide were used as central ner- 
vous system stimulants. After extensive 
clinical trial, it was found that the ideal 
stimulant producing the most effective clin- 
ical results would have to possess the prop- 
erties of inducing rapid intense excitation 
followed by rapid subsidence or inhibition of 
excitation of the neuron. It became appar- 
ent that an electrical impulse of high inten- 
sity administered suddenly and _ briefly, 
achieved most closely the desired qualities 
for the ideal central nervous system stimu- 
lant, provided that the supra-maximal] elec- 
trical impulse could be successfully antago- 
nized at the neuron to avoid summation, con- 
sequent convulsion, and the adverse side 
effects resulting from sub-threshold stimu- 
lation. 

Technique: 

The patient is placed on maintenance and 
anti-convulsive therapy of Dilantin grs. 1!» 
and phenobarbital ers. 1» b.i.d. On days of 
treatment this first daily dose is given two 
hours before treatment. Two cc’s of metra- 
zol (10% ) is given intramuscularly one-half 
hour before treatment. 


The treatment then proceeds as follows: 


. Atropine sulfate grs. 1/75th intravenously. 

2. Through the same needle, thiopental 5-12 grs. 
intravenously to produce a fairly deep level of 
anesthesia. 

3. Succinylcholine, as a muscle relaxant, 15-30 mgm. 
intravenously follows. Allow 40 seconds for ade- 
quate muscular relaxation. 

4. While waiting for muscular relaxation, apply the 

elastic band about the head. Insert an electrode 

immediately behind and above the ear (parietal) 
bilaterally, and 2 similar electrodes bifrontally. 

By alternate rotation, administer the electric 

stimulus described below first at the parietal 

poles, next at the bifrontal; then at one pair of 

diagonal poles followed finally by the reverse di- 

agonal. The diagonal poles permit parietal-contra- 

lateral frontal stimulation of the brain. Each elec- 
trical stimulation is instantaneous and consists of 

170 volts, 60 cycles A.C. for 0.1 second. A total 

of 4 such stimulations are thus administered at 

7 second intervals over a rectangular area of 

brain, and constitute a single treatment. In this 

manner, intermittent maximal and supramaximal 
stimulation is safely given without producing 
convulsions. 


If the patient manifests decreased respira- 
tory function, post-treatment oxygen under 
pressure is given. 

Physiological sleep for approximately 1 
hour ensues. 

Twelve to twenty treatments constitute a 
series and are given three times weekly, or 
daily. 

Recent studies were performed using a 
specially constructed machine with a voltage 
output of 240 volts A.C. and with a time 
differential reduced to 0.05 seconds. The 
ideal central nervous system stimulant ap- 
pears to be more safely and effectively 
achieved by this dose. Using four such im- 
pulses (240 volts, 0.05 seconds), at seven 
second intervals, it was not necessary to 
increase the anti-convulsant medication or 
the pre-medication, and no convulsions en- 
sued. The patient entered a deep physio- 
logical sleep for at least one hour, On 
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awakening, the patient was completely re- 
laxed and remained so for a much longer 
period of time. The clinical results with 
this modification of current were much bet- 
ter in a preliminary evaluation. Another ad- 
vantage was the significantly reduced inci- 
dence of irritative treatment anxiety or ex- 
citement that sometimes occurs when a pa- 
tient is inadvertently overstimulated with 
current or inadequately anesthetized. 

A fairly deep anesthetic dose of thiopental 
is given to prevent the unpleasant subjective 
reactions of the electrical stimulus which the 
patient would otherwise experience and re- 
call, either consciously or subconsciously. 
An adequate level of anesthesia is fixation 
of the eyeball which represents the first sur- 
gical plane and is achieved within 60 sec- 
onds. If anesthesia is inadequate in either 
depth or duration, the patient awakens with 
intense fear, excitement, and an emotional 
abreaction. Then each subsequent treatment 
will produce increasing terror and treatment 
anxiety, thereby obviating therapeusis. The 
therapist should be experienced in the man- 
agement of anesthesia induced by relatively 
large amounts of a hypnotic. If the psychia- 
trist is not so familiar it is recommended 
that he call in an anesthetist. 

Summation at the neuron is prevented by 
giving the patient small doses of Dilantin 
and/or phenobarbital (Barany) before treat- 
ment, These drugs successfully antagonize 
the convulsions that would ordinarily have 
been induced by the supra-maximal] electrical 
stimulus. Dilantin becomes effective as an 
antagonist to electrically induced convul- 
sions only after the fourth day of use 
(Hemphill and Walter). It is preferable to 
use broad spectrum anti-convulsant medica- 
tion such as phenobarbital and Dilantin 
which are safe and non-toxic in the pre- 
scribed doses. The use of other drugs hav- 
ing similar action is being investigated. 

Convulsive doses of current stimulate the 
cortical levels of the brain, whereas supra- 
convulsive doses are required for the sub- 
cortical levels. With each electrical impulse, 
there results an initial generalized flexion 
spasm for a fraction of a second caused by 
the thrust of the supra-maximal stimulus, 
but no tonic-clonic seizures whatever are in- 
duced. To modify of soften the thrust of 
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this flexion spasm, a muscle-relaxing drug 
such as succinylchcline, in moderate doses, 
is used. At no time does there develop any 
visible anoxia. The initial flexion spasms 
require some immobilization of the patient 
by an assistant. The first treatment should 
always start with a lower convulsive dose 
of voltage and of current duration. For 
subsequent treatments, gradually increase 
voltage and duration till a voltage of 170 for 
0.1 second for each stimulation is achieved. 
The optimum duration and voltage of each 
stimulation theoretically depends primarily 
upon the thickness of the skull and its in- 
ternal resistance to current. If the resist- 
ance is minimal, the patient will appear to 
have a low neuron threshold, and vice versa. 
In the final analysis, the patient’s clinical 
progress should be the therapist’s guide to 
optimum dosage of current. 

Two cc’s of an analeptic such as metrazol 
(or 6 cc. of Megimide) is given intramuscu- 
larly '~ hour before treatment. This facili- 
tates and potentiates passage of the electric 
current more uniformly throughout the 
brain, and obviates any cardio-respiratory 
embarrassment or depression, which may 
otherwise be induced. Atropine is used as 
described to reduce vagus over-stimulation. 
It is technically possible to replace the above 
analeptic with low voltage electric current 
to sustain cardio-respiratory function, and 
to use direct instead of alternating currents. 
The comparative clinical results, however, 
are yet to be evaluated. 

For the refractory cases, the therapist 
should administer a larger total number of 
individual electrical stimuli in the higher 
voltage range for each treatment. For ex- 
ample, a voltage of 170 for 0.1 second is 
given at six second intervals for a total of 
4 to 6 times per treatment. If after several 
such treatments, the patient does not im- 
prove, then raise the voltage towards a range 
of 250 volts for 0.025 seconds and if nec- 
essary increase the electrical time duration 
very gradually with subsequent treatments 
to 0.3 seconds, provided the cardio-respira- 
tory response is adequate. In this manner, 
sub-cortical levels of the brain can be selec- 
tively and more effectively stimulated. 

Increasing duration of current to 0.2 sec- 
onds or more and increasing the voltage be- 
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yond 170, makes it necessary to increase the 
maintenance dose of anti-convulsant drugs 
of Dilantin grs. 11% and phenobarbital grs. 
14, to three times a day, in order to prevent 
neuron summation and consequent convul- 
sion. It is also necessary to increase pre- 
medication with metrazol from 2 to 3 cc’s 
'4 hour before treatment, and finally to re- 
duce the total number of stimulations per 
treatment. When the patient awakens from 
this deeper treatment, he may show tran- 
sient mental confusion for about one hour. 

Whatever criteria are used to determine 
the optimum doses of specific drugs and 
stimulant, the antagonistic elements must be 
safely administered in dose and manner so 
as to produce physiological changes in the 
central nervous system of initial adequate 
depression, then profound stimulation, and, 
finally, relaxation or depression in the recov- 
ery phase, 

If the succinylcholine is too minimal or 
omitted, the generalized flexion spasm pro- 
duced by each stimulation produces sudden 
skeletal pressures which, on awakening, re- 
sults in transient symptoms of severe head- 
ache, soreness of jaws and muscles, creating 
unpleasant associations for the patient as 
well as the theoretical occurrence of frac- 
tures. It is recommended that a resilient 
mouth piece be inserted just before the start 
of stimulation. 

The patient’s pulse should be palpated 
throughout the treatment. It is the thera- 
pist’s barometer of safety. If, in any inter- 
val between electrical stimulation, the pulse 
remains irregular, expressively feeble, or is 
absent, then immediately discontinue the 
treatment and the vital signs will quickly re- 
turn. If the patient manifests prolonged 
apnea or persistent cardia arrhythmia, do 
not hesitate to give two to eight cc.’s of 10% 
metrazol intravenously immediately and ox- 
ygen as necessary. The cardio-respiratory 
depression is then rapidly reversed and the 
patient awakens without complication. This 
has occurred rarely and was due to either 
excessive hypotensive reaction produced by 
the combination of pentothal and succinyl- 
choline, or to excessive electrical stimula- 
tion. This is not a contraindication for con- 
tinuation of treatment, since by controlling 
the doses of the various elements and drugs 
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in the technique, the adverse reactions of 
the hypersensitive patient are easily obvi- 
ated. By increasing the premedication with 
metrazol from 2 to 3 or more cc’s, many of 
these undesirable reactions are eliminated. 

Patients who are not on maintenance anti- 
convulsive therapy as described, do not do 
as well clinically. In such individuals, there 
develops cumulative fear and anxiety result- 
ing in emotional irritability as treatments 
continue, which obviates clinical improve- 
ment. The mechanism involved is not clear. 
However, it may be theorized that in pa- 
ttents receiving differential narco-stimula- 
tion, the initial excitation of the brain pro- 
duces histo-metabolic changes which in turn 
may cause irritative phenomena in the form 
of a cerebral dysrhythmia. These phenom- 
ena, however, are not demonstrable by the 
electroencephalogram. A similar finding was 
observed in patients receiving chemical nar- 
co-stimulation without electricity. When 
these patients were subsequently put on 
maintenance’ anti-convulsive medication, 
they also did better clinically. 


The treatment is safe, has produced no 
harmful side effects or complications in over 
300 treatments given to a large variety of 
hospital and ambulatory patients. Memory 
impairment was remarkably absent. There 
was no confusion, agitation, nor excitement 
in any of the patients treated. Psychologi- 
cal tests, psychiatric and neurological evalu- 
ations, and electroencephalographic studies 
revealed no evidence of brain damage. Pa- 
tients had no subjective complaints and man- 
ifested no fear of treatment. 

The precautions and contraindications for 
treatment are essentially those used for tran- 
sient anesthesia procedures, For example, 
patients who are febrile, or have serious 
cardiac, respiratory, or liver disease should 
not be treated. 


Rationale: 


Alexander has stated, “The nature of the 
therapeutic process in shock therapy is un- 
known. None of the great variety of rea- 
sons advanced in the literature about the 
mode of action in shock is fully convincing 
or explains all the known facts.’”’ Brown et 
al. have demonstrated that the passage of 
electric current alone through the brain pro- 
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duces a pronounced increase in cerebral 
blood flow. Ferraro and Roizin, in a study 
of electro-convulsive therapy on monkeys 
concluded that functional vasomotor changes 
may be the reason for clinical improvement 
in electro-convulsive therapy. 

Meduna has postulated a “neuro-physio- 
logical theory of psycho-neurosis,” which 
the author feels can be used as a working 
hypothesis to explain the mechanism of ac- 
tion of the present technique. It can be 
summed up as follows: The presence of psy- 
chiatric symptomatology is correlated to the 
existence of acquired reverberating electrical 
circuits which are influenced by feedback 
circuits of a pathological nature. Any stim- 
ulus which will effectively interrupt these 
abnormal feedbacks by either disrupting 
them or raising their threshold of activity 
will produce clinical benefit in the patient. 
It is the opinion of the author that the sud- 
den intense electrical excitation of the brain, 
followed by the immediate inhibition cre- 
ates a physiological state of the electro- 
magnetic field of the natural evolutionary 
constitutional functions of the central ner- 
vous system, which causes the abnormal cir- 
cuits to diminish, to become inoperative, or 
in other manner to be incompatible with the 
normal fucntioning of the brain. 

Alexander has stated that the therapeutic 
success of electro-convulsive therapy does 
not depend on the “all or none law” of sum- 
mation, He has demonstrated that many 
patients require a supra-convulsive charge 
of electricity in order to stimulate the sub- 
cortical areas of the brain so that the pa- 
tient may improve. By selecting the supra- 
maximal electrical stimuli with varying in- 
tensities and positions on the head, as used 
in the author’s technique, there is a greater 
chance of stimulating the sub-cortical areas 
of the brain with supra-maximal stimuli. At 
no time is there visible anoxia or cyanosis. 
The next question is whether a supra-max- 
imal, non-convulsive stimulus is, in reality, 
therapeutic. This can only be answered a 
posteriori. It is hoped that perhaps this 


technique can be applied and improved by 
others to the point where convulsive therapy 
per se may become unnecessary. 

It is not possible to direct a high intensity 
current applied on the surface of the scalp, 
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and be certain that this current will travel 
with maximum intensity on the anticipated 
diagonal within the brain. Very frequently 
such stimuli will travel the path of least re- 
sistance which is on the surface or cortical 
areas. In order to facilitate penetration, the 
author uses a small quantity of analeptic, 
2 cc.’s of metrazol intramuscularly, one half 
hour before treatment. Despite the subse- 
quent antagonism at the end organ of the 
neuron with anesthetic Pentothal, the pres- 
ence of the small amount of analeptic at the 
neuron lowers the threshold so that when 
the subsequent electrical stimulus is ap- 
plied, its passage through the neuron is sig- 
nificantly facilitated and potentiated, 

The reader must not construe this tech- 
nique of differential narco-stimulation as a 
petit mal technique or a mere variant. The 
author’s technique does not produce a petit 
mal reaction, although both are sub-thresh- 
old method. The stimulus in differential nar- 
co-stimulation is, at least, the electrical 
equivalent of the petit mal or sub-shock 
stimulus that has been frequently described 
in the literature as producing a petit mal 
reaction. A petit mal stimulus, therefore, 
may be defined as an apparently convulsive 
dose of electricity that has proved to be sub- 
threshold in summation and consequently 
non-convulsive. The so-called petit mal re- 
action has been stated to be an undesirable 
complication of convulsive therapy, chemical 
or electrical, which reaction was to be 
avoided, since not only was it considered 
non-therapeutic, but it also left the patient 
in a confused, agitated, and excited state, 
and was observed to produce cardio-respira- 
tory embarrassment, especially when mul- 
tiple petit mals were administered. How- 
ever, using petit mal stimuli in the manner 
described, multiple electrical stimuli of at 
least petit mal intensity were safely and suc- 
cessfully used without petit mal reactions. 

The technique described here is not to be 
confused with the “electrocoma” and non- 
convulsive methods of Friedman and Wilcox, 
nor with the “Differential Cerebral Stimula- 
tion” of Hirschfield. The latter techniques 
are either non-convulsive and, by design, use 
sub-maximal currents or produce actual con- 
vulsions with maximal or supra-maximal 
currents. Furthermore, they utilize no spe- 
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cific chemical antagonists to block convul- 
sions. The thiopental employed in their 
methods does not significantly alter the 
threshold of the neuron to electrically in- 
duced convulsions. 

The literature is replete with evidence 
that petit mal stimu!i produce adverse effects 
and are not therapeutic. Except for a few 
investigators, this type of electro-therapy 
has been by-passed in favor of the convulsive 
techniques. Miiller in 1940, using Cerletti’s 
technique, published a report on 32 patients 
in which 241 abortive electric shocks were 
unintentionally administered, and 172 com- 
plete shocks were given. He stated: “There 
is the possibility of making therapeutic use 
of the abortive attacks as shown by the 
awakening obtained by a double shock in an 
old stuporous catatonic which had resisted 
repeated complete attacks or single abortive 
attacks. Double shock consists of two suc- 
cessive abortive attacks, of which the sec- 
ond is induced before the patient has awa- 
kened from the first.” He further stated that 
these abortive attacks, which presumably 
are petit mals, caused no subjective harm 
and did not have any bad influence on the 
therapeutic course. impastato et al., in 1943, 
reported the use of anesthetic doses of So- 
dium Amytal prior to the administration of 
electroshock. In a series of 25 patients, five 
accidentally incurred petit mal reactions. He 
stated that petit mals are to be avoided but 
concluded that the results indicate some pos- 
sible therapeutic effect. He also stated that 
the Sodium Amytal elevated the convulsive 
threshold to the subsequent electrical cur- 
rent. Rubinstein, in 1945, came to a similar 
conclusion. In contrast, Kalinowsky et al., 
Sargant and Slater, have repeatedly empha- 
sized their view that petit mal reactions 
should be avoided since they were non-thera- 
peutic and produced a high incidence of car- 
dio-vascular and respiratory side effects, oc- 
casionally leading to a fatality. 

It is the author’s opinion that petit mal 
stimulation, single or multiple, if adminis- 
tered without previous medication, produces 
undesirable and potentially dangerous reac- 
tions. However, these reactions can be pre- 


vented by premedication as specific chemical 
antagonists and the petit mal type electrical 
stimulation produces therapeutic effects 
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without induction of convulsions or compli- 
cations. 


Types of Patients: 


Categories similar to those recommended 
for treatment with chemical narco-stimula- 
tion are suitable for this technique. These 
consist of depressions, anxiety and character 
neuroses, and obsessive compulsives. The 
catatonic and paranoid types of schizophren- 
ics, and character disorders may also be 
suitable cases. 


Results: 

Thirty “hard core” patients were selected 
for both in and out patient treatment. They 
had been consistently refractory to psychi- 
atric treatment for 6 to 15 years. 

Of 18 neurotics, 12 or 68% improved. The 
depressions responded most satisfactorily. 

Of 12 schizophrenics, 7 or 56% improved. 
The paranoid types responded best. 

Improvement was defined as the ameliora- 
tion of symptoms sufficiently so that the pa- 
tient could function on an acceptable level 
in the community for a follow-up period of 
at least six months. 


Summary: 


The small series of patients, in the absence 
of adequate controls, cannot yield sound in- 
terpretation as to the therapeutic efficacy of 
this new biological technique, Certainly, no 
valid conclusions can be drawn. 

It is significant, however, that many of 
these patients who irnproved to the point of 
remission with the new technique, were re- 
fractory to all previous forms of therapy in- 
cluding convulsive electroshock therapy and 
metrazol shock therapy. 

The technique, when used as_ described, 
not only is far safer than the conventional 
convulsive methods, but, in addition, pro- 
duces no mental impairment or brain dam- 
age as demonstrated by clinical, psychologi- 
cal, neurological and electroencephalographic 
studies. 

Admittedly, it is more complex to admin- 
ister than the conventional modified convul- 
sive methods, but not more time consuming. 
The beneficial therapeutic results obtained 
with Differential Narco-Stimulation renews 
the important academic question of whether 
it is the initial electrical thrust of supra- 
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maximal current traversing the brain, in- 
duced either by the electric shock apparatus 
or the summation discharge caused by a 
chemical convulsive treatment, as metrazol, 
or whether it is the subsequent convulsions 
(tonic-clonic) that makes the patient well. 
The author does not dare to presume to pos- 
sess the answer to this question. It is hoped, 
however, that this report will motivate oth- 
ers to undertaken new investigative studies 
of the convulsive and non-convulsive tech- 
niques in both humans and animals in order 
to provide scientific data for the solution. 


1200 Fifth Ave., New York, N. Y. 
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Establishment of Menstruation in the Mentally Defective 


FREDERICK E.. KRATTER, M.B. 


The relation between the changes of pu- 
berty and mental development has been stud- 
ied chiefly by A. F. Tredgold and C. Burt in 
England, C. W. Crompton, Terman et al. in 
the United States and J. Voison in France. 
It has been found that the intellectual re- 
tardation not infrequently goes hand in hand 
with endocrine and genital immaturity pre- 
disposing some of the lower and mid-grade 
defective girls to a delay in onset of menstru- 
ation or to its complete absence. 

In order to ascertain in a more detailed 
manner the average age of onset of menstru- 
ation in defective females, the writer would 
like first to submit Burt’s observations be- 
fore proceeding to present the results of his 
own analysis which is based on a detailed in- 
vestigation of 109 defective girls seen at the 
Caswell Training School, a state institution 
for exceptional children (M.D.), in the State 
of North Carolina. 

Burt conducted a limited survey among a 
small number of young Londoners and gave 
for the threshold of pubescence an average 
age of 14.8 years among boys and 14.2 among 
girls of normal intelligence. A subsequent 
study of a group of 100 mentally defective, 
dull normal and supernormal children aged 
13'% to 14 years, revealed among the boys 
that only 19% of the mentally defective and 
23° of the dull have reached pubescence as 
compared with 29% of the normal and 37% 
of the supernormal. Among the girls the 
differences were even move striking. Only 
28% of the mentally defective girls and 24% 
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of the dull females have reached puberty as 
compared with 39% of the normal and 48% 
of the supernormal girls. From these figures 
it can be observed that a larger number of 
girls than boys of defective intelligence reach 
pubescence, the difference being 9% in favor 
of the deficient girls. 


In order to gain more insight and to en- 
large our knowledge with regard to the aver- 
age age of menstrual establishment in the 
defective females, the writer conducted an 
investigation on this subject the results of 
which more or less confirm the findings of 
other authorities. One hundred and nine 
girls of defective mental levels were inter- 
viewed and studied. They were finally di- 
vided into two classes, the familial (endog.) 
and the pathological (exog.) groups. Of 
16 low-grade girls (idiots) investigated, the 
menstrual onset fluctuated between 11 and 
16 years, the average age of establishment 
of the catamenial period being 14.8 years. 
The low-grade girls of the familial type 
started to menstruate at 15.3 years (6 cases) 
while the pathological group (10 cases) be- 


Establishment of Catamenia in the 
Mentally Defective 


TABLE I 

2 

14.2 153 14.8 
25-49 Imbeciles ........ 13.8 14.7 14.3 
50-70 Morons ............. 13:7 14.2 13.8 
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=3 
TABLE II 
=i 
The mean score of girls of all levels of mental 
deficiency at Caswell Training School .......... 14.3 
The mean score of girls of all levels of mental 
deficiency in the United States ..........00.......... 14.8 
The North Carolinian girl of average normal 
The USA girl of average normal intelligence 13.5 
The London girl of average normal intelli- 


gan their menses at the age of 14.2, the age 
difference being 1.1 years. 

Of 37 mid-grade defective girls (imbe- 
ciles) examined, the catamenia varied from 
10 to 21 years, the average onset being 14.3 
years. The imbecile girls of the familial 
type (12 cases) established menstruation at 
14.7 years, while the pathological group (25 
cases) showed their menses at the age of 
13.8 years, the difference being 0.9 years. 

Of 56 high-grade female defectives (mo- 
rons or feeble-minded group) investigated, 
the commencement of the menstrual] period 
fluctuated from 10 years 11 months to 17 
years, the average age of the catamenia be- 
ing 13.8 years. The high-grade girls of the 
familial type (37 cases) began their menses 
at the age of 14.2 years while the pathologi- 
cal group started their periods at the 13.7 
years, the difference being 0.5 years. 

According to the findings of this survey 
it is seen that menstruation of the average 
mentally deficient girl (drawn from the low-, 
mid- and high-grade types) commences at 
14.3 years, a figure which, as compared with 
the catamenia of the average girl of normal 
intelligence (U.S.A.) at 13.5 years, differs 
only in being 0.8 years, and with the high- 
grade (pathological) moron, 0.2 years later 
in onset. 

The discrepancy in time being rather neg- 
ligible, one may be justified in saying that 
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the average high-grade pathological (13.7), 
average normal North Carolinian (13.3) and 
average normal American girls (13.5) start 
their menstrual period more or less at a sim- 
ilar range of ages. 


Summary 


The conclusions drawn from this analysis 
are that the more intellectually brighter the 
mentally handicapped girl is, the better her 
prospects are of reaching earlier and in 
larger numbers the establishment of men- 
struation and pubescence generally. This 
may be called the intelligence quotient gra- 
dient (1.Q.G. of the catamenia, meaning the 
higher the I.Q. of the mentally defective girl 
the earlier the incidence of the menstrual 
onset, Climatic, racial and socio-economic 
differences, of course, have an important 
bearing on the commencement of the men- 
strual period affecting girls of sub-normal, 
normal and supernormal mental ability in 
equal measure. However, there is a delay 
of puberty in males. 

An additional feature of interest which 
this study reveals is the relation existing be- 
tween the familial and pathological groups 
of mentally defective girls which came up in 
this study unexpectedly. 

The pathological group show on an aver- 
age earlier signs of sexual efflorescence, men- 
struation and pubertal changes than the he- 
reditary group. This observation requires 
further detailed investigation. 


Present address of author: Prestwick, Manchester, 
England. 
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An Analysis of 133 Homosexuals Seen at a University 


Student Health Service 


FRED MENDELSOHN and MATHEW Ross, M.D. 


Introduction 


The purpose of this paper is twofold: 

1. To present a description of the homosex- 
uals seen in the psychiatric section of the 
Student Health Service at the University 
of California at Los Angeles. 

2. To compare the psychotherapeutic results 
in treating homosexual patients and other 
patients in this clinic. 


The literature generally reports poor re- 
sults with psychotherapy used in the treat- 
ment of homosexuality.*:'*:*":**-*":** The use of 
hormones and other somatic therapies has 
not been satisfactory.** In some instances the 
psychoanalytic literature reports good re- 

Because the homosexuals seen in a stu- 
dent health service are younger than most of 
the cases dealt with in the literature, differ- 
ent therapeutic results might be anticipated. 
In England Curran reports that the younger 
the patient, the better the prognosis;* how- 
ever, Glover at the University of Wisconsin 
used psychotherapy in treating student hom- 
osexuals and reported only one case in twelve 
responsive to therapy with “significant im- 
provement.”*" 

Another indication for this paper is that 
most of the homosexual populations de- 
scribed in the medical literature are com- 
posed of people who have been apprehended 
by the police.'-*-°*:-*"-**-4"-* At this clinic the 
majority of the homosexuals seen have come 
voluntarily. 

All data presented in this paper concern- 
ing the psychiatric patients were obtained 
from the confidential files of the Student 
Health Service. These records consist of 
admission histories taken by graduate stu- 
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dents in psychology; periodic progress notes 
of the therapy sessions made by the attend- 
ing psychotherapists, and in some instances 
psychological test batteries administered and 
scored by clinical psychologists. 


Findings 


From 1946 to 1957 the primary diagnosis 
of homosexuality was made 133 times at the 
clinic. This is an incidence of less than 0.20% 
of the total number of students who have 
attended the University in the last 11 years. 
It is an incidence of about 3% of the students 
who visited the Psychiatric Clinic of the 
Student Health Service during this period. 
The diagnosis of homosexuality was made 
when, (1) a student stated that he was cur- 
rently engaging in, or had previously en- 
gaged in, homosexuality or, (2) stated that 
he had prominent homosexual impulses. An 
overt homosexual act was defined as any sit- 
uation in which two members of the same 
sex had physical contact for the conscious 
purpose of sexual gratification. Of the 133 
cases 32 were in the latter, non-acting-out 
category; 24 women are included among the 
133 cases studied. After collecting a mass 
data about these 133 homosexuals, there are 
very few areas in which we have been able 
to demonstrate clear-cut arithmetical differ- 
ences between homosexual and non-homo- 
sexual students seen in the psychiatric sec- 
tion of the Student Health Service. The fol- 
lowing differences, however, do appear to 
exist: 


(1) A smaller percentage of the male homosex- 
uals were in graduate work than was true for the 
rest of the University population. It was found, 
however, that this is also true for male psychiatric 
patients in general. 

(2) The male homosexuals tended to be in applied 
arts, especially theater arts, in greater percentages 
than the rest of the student body. Other male psy- 
chiatric patients did not show this preference for 
applied arts. 

(3) The academic performance of the undergrad- 
uate homosexuals was comparable to the university 
undergraduate population. In both groups we 
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compared the percentage of students leaving the 
University with a below “C” average, and the per- 
centage of entering freshmen eventually receiving 
academic degrees. Though the arithmetical aver- 
ages are not identical, they are very similar and it 
appears that the academic performance of the male 
undergraduate homosexual patients is very similar 
to that of their non-homosexual peers. 

The academic performance of the undergraduate 
female homosexuals, however, appears to be de- 
cidedly better than that of other undergraduate fe- 
males. Twice as many homosexual girls graduate 
as is typical for the University. The grade point 
averages for the homosexual girls is about 0.2 
higher than the average for undergraduate females. 

(4) A smaller percentage of male homosexuals 
were married than were non-homosexual male psy- 
chiatric patients. 


Consideration of Those 
Given Psychotherapy 


A group of 20 of these 133 homosexuals, 
15 overt males and 5 overt females, given 
psychotherapy, was compared to another 
group of 15 males and 5 females, non-homo- 
sexuals, who had received treatment for sim- 
ilar lengths of time. They were selected at 
random except for being matched for num- 
ber of hours in therapy. Two striking dif- 
ferences between homosexual males and non- 
homosexual males given psychotherapy 
were: 

(1) The homosexuals more often had a reported 
history of prepubertal homosexual or heterosexual 
handling of the genitals, and 


(2) The non-homosexuals more often engaged in 
sexual intercourse than did the homosexuals. 


The therapist’s records in all thirty of 
these cases were carefully reviewed. The 
amount of improvement as judged by the 
therapist was noted and classified as fol- 
lows: 


(1) No improvement—student demonstrated no 
perceptible improvement. 

(2) Mild improvement—student demonstrated in 
some area of his life better functioning, or in- 
creased understanding of his mode of behavior. 

(3) Considerable improvement—clearly recogniz- 
able improvement in behavior, or a substantial de- 
crease in intra-psychic conflict as measured by psy- 
chological testing or the therapist’s impression. 


When the therapeutic results of the overt 
male homosexuals are compared to the non- 
homosexual males, there is really no differ- 
ence. Three of the 15 overt male homosex- 
uals showed considerable improvement, as 
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did three of the 15 non-homosexual males. 
One of five female overt homosexuals, as 
well as one of the five non-homosexual fe- 
males, showed improvement. 

The four cases of homosexuality judged as 
“considerably improved” are briefly noted. 
They are presented as a comparison between 
before and after therapy. 


Case 1: Walter, a 26-year-old, stocky, effusive, un- 
married, law student was apprehended in a Univer- 
sity restroom engaging in a homosexual act. Walter 
said that after the sudden death of a girl friend he 
was depressed, masturbated daily, and for the first 
time in his life began to engaged in mutual mas- 
turbation with unknown partners in restrooms. It 
was at this time he was apprehended. Psychologi- 
cal testing suggested ‘‘a rather bleak and guarded 
prognosis.” After 15 months of psychotherapy he 
gave up homosexual activity and was continent for 
the last 9 months of therapy when he graduated 
from law school. He was seen 45 times over a pe- 
riod of two academic years. 

Case 2: Gregory was a tall, thin, unmarried, 17- 
year-old, freshman majoring in anthropology who 
complained primarily of homosexuality. He had 
been seen a few times previously by a private ther- 
apist. He had only recently begun to engage in 
homosexuality which consisted mostly in ‘‘necking.” 
Psychological tests indicated that he was not an 
apt candidate for psychotherapy. His motivation 
was considered very poor at the outset. After an 
interval he began to see one particular girl very 
often. He gave up homosexual practices but still 
continued to frequent “gay” bars. After twenty- 
eight sessions the therapist felt that ‘considerable 
progress” had been made. 

Case 3: Harry was a 19-year-old, unmarried junior 
majoring in pre-law whose chief complaint was 
homosexual feelings toward a young man of his 
own age. At ages 10 and 15 he had sexual rela- 
tions with his brother. He performed active fella- 
tio with a contemporary at 15. Just before entering 
the clinic he had been taking the passive role in 
fellatio with another man. The psychologist re- 
ported that ‘‘all signs indicate his suitability for 
therapy.” After 64 one-hour sessions over a two- 
year period he graduated from college with high- 
est honors. He still had homosexual impulses to- 
ward David, but had never engaged in overt prac- 
tices with him or with others. The Rorschach ex- 
aminer who had examined him before and after ther- 
apy wrote, ‘‘Whatever threat sexual intercourse still 
offers is expressed more openly and followed by a 
fairly well integrated recovery.” 

Case 4: Nancy was a 22-year-old, single, unat- 
tractive senior majoring in pre-med who came in 
with the chief complaint of severe depression. She 
was raped at age 12, had her first desired hetero- 
sexual intercourse at age 20, and since then had 
had several ‘‘one-night stands.”’ One year before en- 
tering therapy she had an extended “romance” with 


| 
Sy 


248 


a girl friend. She says that she was quite happy 
but went into a depression when this relationship 
was broken off by the partner. She subsequently 
had one other homosexual experience before coming 
to the clinic. After 19 sessions she ceased having 
promiscuous sexual relationships, no longer felt de- 
pressed, and moved away from home. Five months 
later the clinic received a letter from her telling of 
her continued improvement. 


There is no reason to believe that any of 
these four people was cured permanently of 
his or her homosexuality; however, the re- 
sults are encouraging in that clinical im- 
provement was apparent to both patient and 
therapist. 


Prognostic Hints 


What distinguishes these ‘considerably 
improved” cases from the other cases given 
psychotherapy? Of the 15 overt male homo- 
sexuals, four had engaged in fewer than 10 
homosexual acts since 16 years of age. Three 
of those four were the ones who showed the 
“considerable improvement.” Two of the 
three boys were aged 19 and 17 when first 
seen, considerably below the median age of 
24 for 81 overt male homosexuals. We might 
very tentatively conclude that young age 
and little overt homosexual behavior are 
good prognostic signs for therapy with overt 
male homosexuals. 

It should be noted that only one of the 
four cases presented, Case 3, demonstrated 
much initial motivation to change to hetero- 
sexual activity. Thus we might conclude 
that initial strong motivation to change 
from homosexual to heterosexual behavior 
is not always necessary for a good prognosis. 

All four of these students were better 
than average scholastically. High scholas- 
tic standing may be a good sign also. 

Those patients who showed “considerable 
improvement” were generally the homosex- 
uals and non-homosexuals who had received 
the greatest number of hours of therapy. 


Overt vs. Covert Homosexuality 


We should now like to compare the 15 
overt male homosexuals given therapy to a 
group of 19 non-acting-out homosexuals. The 
median age of 20 for the non-acting-out hom- 
osexuals is young when compared to 24 years 
for the overt male homosexual. The non- 
acting-out male homosexuals less often came 
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from broken homes than did the overt male 
homosexuals, The non-acting-out male hom- 
osexuals less often had a history of prepu- 
bertal homosexual or heterosexual handling 
of the genitals. 

Five of the non-acting-out homosexuals 
were given psychotherapy. One showed “no 
improvement,” three showed “mild improve- 
ment,”’ and one showed “considerable im- 
provement.” It should be noted that none of 
the non-acting-out homosexuals who were 
followed in this clinic ever became overt 
homosexuals. Two were followed for three 
years with only occasional] supportive ses- 
sions, and three were followed for two years 
with only occasional supportive sessions. 

Nineteen of the overt male homosexuals 
were apprehended by the police. They did 
not differ remarkably in the categories stud- 
ied from the rest of the overt homosexuals. 
It is interesting to note that of the seven 
of these 19 who withdrew from the Univer- 
sity did so shortly after being apprehended 
by the police. In only one of these cases 
was the student asked to leave for reasons 
other than scholastic. 


Nineteen female homosexuals, of whom 
four were non-acting-out, when compared to 
the 15 overt males given therapy demon- 
strated only one apparent significant differ- 
ence. The females have a greater number 
engaging in heterosexual activity, five out 
of 19 females compared to one out of 15 
males engaging in intercourse more than 10 
times. 


Conclusions 


A study of data on 133 homosexuals seen 
in a university student health service reveals 
the following clear-cut differences between 
homosexual and non-homosexual patients 
and university students as a whole: 

1) The male homosexual patients in com- 
parison to the rest of the male university 
population tended to shy away from gradu- 
ate work; favored applied arts, especially 
theater arts; and had about the same aca- 
demic performance. 

2) The non-acting-out male homosexual 
patients in comparison to the overt homo- 
sexuals were younger, more often came from 
nonbroken homes, and engaged in less pre- 
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pubertal homosexual and heterosexual] han- 
dling of the genitals. 

3) The female homosexuals in comparison 
to the rest of the university had a better 
scholastic performance; in comparison to 
the male homosexuals the female homosex- 
uals engaged in more heterosexual activity. 

4) The most important finding was the 
equal efficacy of psychotherapy in treating 
homosexual and non-homosexual psychiatric 
patients. We have tried to explain as fully 
as possible the criteria we used to judge im- 
provement and have tried to make the cri- 
teria as objective as possible. However, the 
judging of psychiatric improvement is al- 
ways a most difficult task. By simply using 
the report of the therapist in each case as 
the basis for judging improvement, we hoped 
that our devices for measuring homosexual 
and non-homosexual psychotherapeutic re- 
sults would have equal validity in both sit- 
uations, thus allowing us to make compari- 
sons. By describing and comparing the 
homosexuals in the way we did we were able 
to tentatively conclude that young, intelli- 
gent, overt homosexuals with little homo- 
sexual experience are apt to do well in ther- 
apy. We also found to our surprise that ini- 
tial signs of strong motivation for change 
were not ordinarily present in the homosex- 
vals benefiiting from therapy. 

5) The comparisons made in this paper 
between homosexuals and other populations 
are included for the purpose of description 
only. There has been no attempt made to 
prove, for instance, that homosexuals be- 
cause they are homosexuals will invariably 
gravitate in any given college campus to the 
applied arts, or that homosexuals will in- 
variably do as well in psychotherapy as non- 
homsexuals. To prove that homosexuals dif- 
fer in any specific way from non-homosex- 
uals other than in homosexuality and to 
prove that such a difference is somehow re- 
lated to the presence or absence of homosex- 
uality requires carefully controlled and en- 
gineered experiments. The differences or 
lack of differences shown in this paper may 
suggest subjects for such experiments. 
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On the Epinephrine - Mecholyl Test 


O. M. OzTuRK, M.D., A. O. BATTLE, M.A., and G. H. AIVAZIAN, M.D. 


Funkenstein and his co-workers, in a se- 
ries of articles,’ reported on an autonomic 
nervous system test which may be of value 
in prognosticating the effects of electroshock 
therapy. Funkenstein correlated his test 
findings with the clinical diagnosis, certain 
psychological tests, and the patients’ re- 
sponses to EST. The six groups into which 
patients fell were mainly indicative (both 
qualitatively and quantitatively) of the pa- 
tient’s autonomic nervous system reactivity. 
Later, Gellhorn defined this as central sym- 
pathetic reactivity which he divided into a) 
central sympathetic hypo-reactivity and b) 
central sympathetic hyper-reactivity.* Fun- 
kenstein’s groups V, VI, and VII were in 
Gellhorn’s terms the hypo-reactive group in 
which the patients responded to mecholyl 
injection with a great fall in their systolic 
blood pressure. These patients responded 
very favorably to EST. The other groups, 
I, II-III, and IV, were the central sympa- 
thetic hyper-reactive group. This group’s 
blood pressure response to mecholyl was 
minimal or of short duration and their out- 
come with EST was poor. In a different 
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grouping, the patients who reacted to epi- 
nephrine with marked anxiety had a poorer 
prognosis with EST than those without epi- 
nephrine precipitated anxiety.* 

Subsequent studies by other investiga- 
tors*-* reveal that there have been consider- 
able modifications in the procedures and dis- 
crepancies in findings from the original work. 
This research was mainly designed to study: 
a) the validity of the Epinephrine-Mecholyl 
Test as originally used; b) possible prognos- 
tic implications of the test when used with 
patients receiving therapies other than EST; 
and c) possibilities of standardizing the 
technical aspects such as the measurement 
of curves and classification of responses. 

Procedure 

A total of 54 patients in an acute treat- 
ment center was tested within a week after 
their admission, hereafter referred to as the 
Total Test Group. Twenty of these patients 
were re-tested before they were discharged, 
the Re-test Group, the remaining 34 having 
been lost to the Re-test Group by exigencies 
of case administration, poor communication, 
and/or the conclusion that a re-test was not 
in the best interests of a patient. Patients 
with physical illnesses and those who were 
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too disturbed to cooperate were eliminated 
from the study. Except for these considera- 
tions the sample was randomly selected. 
Mean age was 31.9 years with a standard 
deviation of 8.6. At first testing the phy- 
sician and psychologist did not know the 
diagnosis or treatment plans for any of the 
patients. Likewise, the evaluating and treat- 
ing staff did not know the patients’ response 
to this test nor was it taken into treatment 
consideration. 

The original standard Funkenstein proce- 
dure was followed. In this method, the pa- 
tient rests in a quiet room for at least 30 
minutes, two hours after his last meal. His 
blood pressure is then taken and a basal sys- 
tolic blood pressure is recorded. As a con- 
trol measure, 1 cc. of sterile water or saline 
is injected intravenously or intramuscularly 
and the systolic blood pressure is checked 
for ten minutes. The patient is then injected 
with 0.025 mg. of epinephrine in 0.05 cc. of 
isotonic saline intravenously. Immediately 
after this injection, the systolic blood pres- 
sure is recorded every 30 seconds until the 
blood pressure returns to the pre-injection 
level. The next day, or on the same day, 
under similar basal conditions, the patient 
is given 10 mg. of mecholyl chloride intra- 
muscularly. The blood pressure is recorded 
every 30 seconds for six minutes and then 
every minute. Unless the blood pressure re- 
mains constant at the pre-injection level for 
three to five minutes, the measurement is 
continued on a one per minute basis for 25 
minutes. Following the blood pressure re- 
cordings, the patient’s subjective responses 
and the tester’s observations are recorded. 
The blood pressure recordings are then rep- 
resented on graph paper with time as the 
abscissa and the systolic blood pressure as 
the ordinate. The basal blood pressure is a 
continuous line. Systolic pressure responses 
to epinephrine and mecholyl are thus re- 
corded on the graph paper and various meas- 
urements and classifiications are made from 
them. The important ones are as follows: 
a) According to the characteristic configu- 
rations and area measurements of the curves, 
patients are classified into six groups as de- 
scribed by Funkenstein. b) Mecholyl area: 
this is the area in the graph paper which in- 
dicates the blood pressure fall over a certain 
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period.* In studies done by Funkenstein and 
others this area was measured in terms of 
number of graph paper squares included 
within the mecholyl curve. In an attempt 
to standardize this so that one would not 
depend upon the graph paper squares but on 
a metric measurement unit, the area was 
measured by a planimeter and was ex- 
pressed in terms of a unit of “mm-Hg-min- 
utes” which indicates quantitatively the 
blood pressure fall through time. 

In a recent paper by Gellhorn it is noted 
that he has used planimeter measurement 
and expressed the area in cm’. It is felt that 
area measurement in terms of mm-Hg-min- 
utes is a more meaningful method because 
of the nature of the relationship between 
blood pressure and time. 

On the basis of Dr. Ozturk’s observation 
and the subjective expressions of the pa- 
tient, another classification was made ac- 
cording to whether anxiety is precipitated 
or not with each drug. Thus, patients are 
classified into three groups according to this 
criterion, namely a) anxiety precipitated by 
epinephrine, b) anxiety precipitated by 
mecholyl, or c) no anxiety precipitated. 

The Mecholyl Test data were measured, 
classified, and recorded for each patient by 
the same experimenter. The classifications 
employed are: a) the six groupings, b) meas- 
urement of the mecholyl area and mecholyl 
fall, c) the patients’ anxiety response which 
was behaviorally described by Dr. Ozturk 
and then rated. Another member of the 
staff rated independently the patients’ anx- 
iety response on the basis of this behavioral 
description. Coefficient of reliability between 
the two raters equals .86. Besides the stand- 
ard Epinephrine-Mecholyl Test, the patients 
were also tested by the following psycholog- 
ical test: Bender Visual Motor Gestalt, Tay- 
lor Anxiety Scale, Kohs Block Design Test, 
and Comprehension sub-test of the Wechsler 
Adult Intelligence Scale. 

Similarly, the Bender data were ranked 
independently by two clinical psychologists 
in terms of the degree of improvement 
shown by members of the Re-test Group. 
Here, the coefficient of reliability equals .91. 
The Taylor, Kohs Block, and Comprehension 
data were treated as raw scores. 

The diagnostic categorization and im- 
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provement evaluation were made by the clin- 
ical director of the hospital on the basis of 
the patients’ total records other than the 
above experimental Funkenstein data. 


Findings and Discussion 

Table I reveals that the test groups cut 
across diagnoses, as has been indicated by 
Funkenstein et al. and other investigators. 
However, as seen from the table, there is a 
considerable clustering of all types of pa- 
tients, particularly schizophrenics, in group 
II-III. 

TABLE I 


Distribution of Patients According to 
Mecholyl Test, Groups and Diagnoses 


2. 

SEAS SBA 25 

Stet 
a & 
No. of Patients: .............:,. 2 


Table II indicates that there is no significant 
relationship between the Mecholyl Test 
groups (whether distributed into the six 
groups or dichotomized by means of the Gel- 
horn system) and the type of treatment or 
clinical outcome. Theoretically, the group 
IV patients should have been given EST. 
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However, it is interesting to note that in 
our samp-e, EST was given in only one of 
the ten patients belonging to group VI and 
this patient did not show improvement. Of 
the six who did improve, three received tran- 
quilizers and three received no more than 
routine hospital treatment. On the other 
hand, patients who do receive EST fall in the 
predicted EST-unresponsive groups (II-III, 
IV) and their outcome was successful in five 
out of seven patients or 71.4% favorable. 
Group II-III which was thought by Funken- 
stein as “normal” was found in our study to 
const:tute the bulk of those patients who re- 
ceived EST or IST. 

In regard to Funkenstein’s speculations 
about the shifts in groups following treat- 
ment,* our study (Table III) indicates that 
such shifts are insignificant. As a matter 
of fact, while those patients who receive EST 
or IST do not change their groups, patients 
who undergo no more than hospitalization 
do show shifts in their groups with no rela- 
tionship as to their clinical outcome. 

Product moment correlations between the 
psychological test scores and the various 
data yielded by the Mecholyl Test (e.g. max- 
imum systolic blood pressure drop and aver- 
age fall systolic blood pressure per minute 
over 25 minutes) failed to reveal any sig- 
nificant correlations, Correlations between 
the measures of improvement such as the 
clinical director’s ranks of the patients at 
time of discharge and the various Mecholyl 


TABLE II 
Patient Distribution According to Funkenstein Groups, Their Treatment and Response 


= 
= on 

I Improvement 2 1 
No improvement 1 x 
II-III Improvement 3 5 2 2 
No improvement 2 1 4 9 
IV Improvement 2 1 2 
No improvement 3 
Improvement 
No improvement 1 
VI Improvement 3 3 
No improvement 1 1 2 
VII Improvement 1 
No improvement 
Totals 8 9 15 21 
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2 “Normal” Central 
12 Sympathetic Re- 
16 activity Group 42 50% 
5 
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sf Decreased Central 
6 Sympathetic Re- 
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Test indices such as anxiety response with 
epinephrine were not significant. 

An attempt was made to reduce the length 
of time required in administering the test 
by correlating the area of fall in 10 minutes 
with the area of fail in 25 minutes. Pearson 
product moment correlations of .97 and .79 
were found in the First Test and Re-test 
groups, respectively. These correlations jus- 
tify the reduction of the time period if the 
experimenter is primarily concerned with 
area. 


TABLE III 
Group Shifts According to Type of 
Treatment 
Belong to Belong to dif. 
same group group after 
after treatm. treatment 
2 : 3 
3-3 
3-3 
3-3 
3-3 
3-3 
Tranquillizers .......... 1 3-3 3 1-3 
Routine hospitaliza- 3-1 
tion or no treat- 1 3-1 
4-6 
1-3 
3-6 
3-6 
3-6 
4-1 
Prefrontal lobotomy 1 1-3 


Summary and Conclusions 


1. The data collected from 54 hospitalized 
psychiatric patients randomly selected and 
tested by means of the Epinephrine-Mecholy] 
Test as originally described by Funkenstein 
tends to contradict his assumptions and 
findings. 

2. For further research purposes the two 
following changes in methodology are pro- 
posed, 

(a) Measurement of the mecholyl area. In 
studies done by Funkenstein and others, this 
area was measured in terms of number of 
graph paper squares included within the 
mecholyl curve. In an attempt to standard- 
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ize this so that one would not depend upon 
the graph paper squares but on a metric 
measurement unit, the area was measured by 
a planimeter and was expressed in terms of 
a unit of “mm-Hg-minutes” which indicates 
quantitively the blood pressure fall through 
time. 

(b) Due to the high correlation between 
area of fall in 10 minutes and area of fall in 
25 minutes, the Funkenstein test could be 
reduced to a 10 minute period if the investi- 
gator is primarily concerned with area. Pear- 
son product moment correlations were run 
between the area measurements obtained in 
a 10 minute period of the total run and those 
obtained in the full 25 minutes. This corre- 
lation equals .97 in the First Test Group and 
.79 in the Re-test Group. 
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Stiff-Man Syndrome 


(Analysis and Case Report With Spinal Cord Autopsy) 


Z. S. SIKES, M.D. 


The intent of this paper is to present a 
case referred to as “Stiff-Man Syndrome’ 
which was studied at the V. A. Hospital, 
Dublin, Georgia, and to propose a probable 
explanation of this heretofore baffling mal- 
ady. 

This strange condition was described by 
Moersch and Woltman in 1956 under the title 
of Progressive Fluctuating Muscular Rigid- 
ity and Spasm (Stiff-Man Syndrome).’ One 
case involved a farmer whose illness began 
at the age of 45 years with “muscle stiffness 
and difficulty in walking.” The onset was 
insidious, first manifested by stiffness of the 
neck muscles. The attacks increased in fre- 
quency, severity and duration and the mus- 
cle tightening spread to the muscles of the 
shoulder and upper back. After a fall which 
did not appear of serious consequence, there 
was involvement of the abdominal and leg 
muscles, with stiffness and tightness and in- 
termittent moderately painful spasms, Both 
active and passive movements of the trunk 
or lower extremities, noise or a sudden jar 
precipitated, in the abdomen and legs, abrupt 
spasm that might last minutes or even an 
hour. Neurological examination showed the 
cranial nerves to be intact. The gait was 
awkward and waddling, the plantar re- 
sponses were flexor and sensation was unim- 
paired. All laboratory findings were nega- 
tive including spinal fluid. Administration 
of bromides, intramuscular magnesium sul- 
fate and sedation with barbiturates helped 
only temporarily. Physical therapy in the 
form of warm baths, massage and passive 
exercise increased the patient’s comfort in 
walking and the length of time he could 
walk. It was this case which was first nick- 
named Stiff-Man Syndrome, for the reason 
that no definite diagnosis could be made. 
Thirteen other cases were observed and there 
was some variation as to involved muscles, 
rapidity of onset, extent of spasms and mus- 
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cular rigidity. It is interesting that four of 
the patients were thought to have diabetes 
because of a reducing substance in the urine, 
and also that one of these four had grand 
mal seizures and another petit mal. Ten of 
the patients were males; four, females. It is 
also interesting that five of the cases were 
earlier diagnosed as having a functional dis- 
order, several were treated with psychother- 
apy including hypnosis, and one with ECT, 
all to no avail. All the patients noted that 
attacks were often brought on by some sud- 
den stimulus such as a fright, jar or move- 
ment. Laboratory studies, except for uri- 
nary sugar in four, were non-informative. 
Spinal fluid was examined and found nega- 
tive in ten cases. The duration of illnesses 
ranged from 6 to 15 years; four patients 
died. Necropsy was performed on only one 
case and this was done elsewhere. This pa- 
tient died at the age of 48 years, terminally 
in diabetic coma, after having been ill 10 
years. Findings revealed normal pancreas 
and a normal appearing brain. The spinal 
cord was not examined. The authors could 
not determine from available observations 
whether the malady affected the basal gan- 
glia or spinal cord and added that because 
of reducing substance in the urines of four 
a metabolic basis for the disease should be 
considered. 


Asher' described clinically the case of a 
00 year old housewife, recalling her from 
ten years previously after having read an 
annotation on Stiff-Man Syndrome. When 
first observed every relevant and irrelevant 
biochemical and radiological investigation 
was negative. The patient was troubled with 
interval attacks of acute muscular spasms 
of tetanic severity during which her entire 
body would become so stiff that she could 
scarcely move; she would cry out in pain, 
scream, sweat profusely and clutch bystand- 
ers. Her behavior was so dramatic that 
many times she was referred to as being 
“hysterical.” On later hospitalization, after 
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she became quite helpless, her spasms were 
so severe as to produce a hip fracture and 
breakage of a Smith-Peterson pin and metal 
plate used in reduction of the fracture. Even 
later the spasms produced severe deformities 
of the lower extremities. Physicians con- 
tinued to refer to her as not wanting to get 
better and as very difficult and uncoopera- 
tive. All treatment measures produced lit- 
tle relief and she died unexpectedly after an 
“hysterical turn.” The author recognized 
the disease as an organic one, possibly some 
form of myopathy of unknown cause. Post 
mortem findings described muscle changes in 
detail and the pathologist reported the mus- 
cular changes as appearing to be primary 
and not related to any change in the central 
nervous system. The illness was of 15 years 
duration and the diagnosis was made six 
months prior to death. Treip® reports that 
the spinal cord of this patient was examined 
at several levels. Some mononuclear peri- 
vascular cuffing was found in the mid-tho- 
racic region but there was no demyelination 
or obvious outfall of neurones. A number of 
minor changes in the frontal cortex, cerebel- 
lum, basal ganglia, thalami and Ammon’s 
horns were believed related to atherosclero- 
sis, and it was decided, in consultation with 
expert neuropathologists, that these changes 
were not severe enough to be related to the 
muscular spasms. The muscular changes 
were believed to be myopathic or secondary 
to prolonged recumbency. 


Case Report: 


Our patient’s illness began in 1949 when he fell 
off a bicycle and injured his back. Following the 
injury he noted that awkward turning or twisting 
of his back would produce cramping pain in the 
lower spine and in his legs, and he was unable to 
work for a time. Surprisingly he became much 
better when he took up schooling under the G. I. 
bill; he also remarked that he and his wife lived 
comfortably on the income from schooling. Imme- 
diately upon attempting to return to work, his back 
gave way, in fact on the way to work the first day. 
A period of rest produced alleviation of pain, which 
recurred only when he attempted to work. He de- 
scribed drawing spells during which his back de- 
veloped a sudden catch, accompanied by jerking and 
giving way of his legs. The symptoms would usu- 
ally come on suddenly and would last from a few 
hours to several days. Some pain was experienced 
in the low back most of the time, but usually he 
was able to be amhulatory without difficulty. His 
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first admission was from 2/0/54 to 3/4/54 with a 
final diagnosis of moderate lumbosacral strain. He 
was readmitted 9/29/55 with diagnoses of lumbo- 
sacral strain and fissure in ano; anxiety reaction 
was added because his illness was considered to be 
primarily functional. On this admission a psychi- 
atric consultant gave an opinion of possible trans- 
verse myelitis but this impression was not con- 
firmed by the orthopedic service. The fissure in 
ano was excised under general anesthesia and the 
patient was discharged 11/29/55. The third ad- 
mission was 4/24/56, this time to the psychiatric 
service from which the history above is abstracted. 

Physical examination revealed a mentally alert, 
well developed and nourished rather muscular mu- 
latto male, examined in bed. He presented an ap- 
pearance which was described as dramatic. Each 
time he was touched on the legs or trunk he went 
into a series of jerking movements involving both 
legs. Head, EENT, chest, heart, lungs, and abdo- 
men were normal. Blood pressure 120/90. The 
back showed increase in lumbar lordosis. The ex- 
tremities revealed no evidence of atrophy but there 
was considerable increase in the tonus of the thigh 
flexors. 

Neurological examination showed essentially py- 
ramidal tract signs from the trunk down but these 
were variable on different testings. The cranial 
nerves were intact. When first examined the bi- 
ceps, triceps and ankle jerks were normal. Abdom- 
inal reflexes were absent. Tapping the quadriceps 
tendons produced an exaggerated ipsilateral and 
contralateral response. One day later all tendon 
reflexes were within normal limits but the abdom- 
inals were still absent. 

Sensory examination was entirely normal; fundu- 
scopic examination, negative. X-ray of chest was 
negative, and roentgenograms of the dorsal and 
lumbosacral spine showed no defect which would 
suggest a cord lesion tumor (mentioned as a possi- 
bility in request). Blood serology was negative. 
Urinalysis showed 0.7% sugar; glucose tolerance 
test, a mild diabetic curve. Stool examination was 
negative. Subsequent urines showed a negative to 
2+ sugar. NPN 24. 

Within the first few days in the hospital without 
specific treatment the patient improved remark- 
ably, was able to get up and walk, but gait re- 
mained spastic. Then there suddenly reappeared 
a severe spasticity of the legs which had every ap- 
pearance of spastic paraplegia. Again he became 
bedfast and he showed a markedly exaggerated pa- 
tellar reflex bilaterally with crossed response. There 
was increase in muscle tonus of the legs, normal 
plantar responses, and again increase in lumbar 
lordosis. There were frequent attacks of severe 
muscle spasms varying between sustained tonic 
spasms in extension, and tonic extension with in- 
termittent, coarse clonic jerking. These attacks 
were now often accompanied by profuse sweating 
and obvious pain. They were set off by tactile 
stimulation of the body from the trunk down and 
at times by a sudden noise. Attempts at obtaining 
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spinal fluid were unsuccessful. Even under light 
anesthesia several attempts failed to produce fluid 
even when the familiar sensation of the needle pass- 
ing through the dura was experienced. For this 
reason it was felt that a spinal canal block was 
present. The patient was transferred to a neuro- 
logical center for fur’her study and diagnosis, with 
the preliminary impress:on of possible spinal arach- 
noiditis and mild diabetes mellitus. 


At the neurological center the patient was ob- 
served and examined extensively. He was seen by 
orthopedic, neurological, psychiatric and medical 
services. An electroencephalogram was normal as 
were skull films. The same bizarre findings were 
noted, only with some progression and increased 
severity of spasms. The photographs in figures 1 
and 2 were made at the center and they show the 
severe muscle spasms with an almost opisthotonic 
posture and now a sustained Babinski. Spinal fluid 
was obtained here with normal pressure, dynamics, 
and laboratory findings including total protein of 
37 mgs. ‘. It is especially noteworthy that, after 


repeated medical and physical therapy measures 
had failed to ambulate the patient, under thiopental 
sodium-induced hypnosis the patient arose from his 
bed, walked and even ran about the ward! After 
hypnosis his former difficulties reappeared. He was 
given nine ECT’s without benefit; steroids, muscle 
relaxants including d-tubocurarine pentahydrate and 


Figure 2. 
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other drugs failed. It was finally noted that amo- 
barbital sodium by mouth, up to nine grs. daily, pro- 
duced considerable alleviation of his symptoms, and 
he was discharged ambulatory with instructions to 
continue amobarbital sodium six grs. daily and to 
report to his nearest V. A. Hospital in six months 
for follow-up examination. No definite diagnosis 
was made but it was felt his clinical picture re- 
sembled that described by Moersch and Woltman. 
He was discharged with a diagnosis of undiagnosed 
disease of the nervous system (Stiff-Man Syn- 
drome). He was readmitted to our hospital 10/16/57 
with a history of having remained ambulatory for 
three months and then having become bedfast three 
months prior to readmission. He showed the same 
findings as previously with rapidly progressing se- 
verity, wild jerking of the body requiring restraint 
to prevent injury; he developed a sudden renal fail- 
ure and died on 12/4/57 after a grand mal seizure. 


Post-mortem examination showed hypostatic con- 
gestion of the lungs and some atelectasis of the 
lower lobes; the kidneys, arteriolar sclerosis, Grade 
II. There was mild chronic cystitis. The brain 
showed edema, weight 1340 gms. Examination of the 
spinal cord revealed an ovoid intradural tumor 
measuring 18x10x10 mm on the left side of the 
cord between T 8 and T 9 vertebrae. The tumor 
was attached to a nerve root; it was not well fixed 
and it appeared likely that it could well have 
changed position with consequent changes in pres- 
sure on the cord with resulting confusing altera- 
tions in the patient’s symptoms. Alongside the tu- 
mor there was compression degeneration of the cord 
to a diameter of 8x6 mm. (Fig. 3.) 


Figure 3. 


Discussion 


A phenomenon which must not go unmen- 
tioned is the fact that our patient, with 
proven severe partial cord interruption from 
tumour, under the influence of thiopental so- 
dium-induced hypnosis walked and even ran 
about the ward. This fact should be indel- 
ibly impressed in order to elude the possi- 
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bility of a continued diagnosis of conversion 
reaction in patients with organic disease at 
great expense to the patient and embarrass- 
ment to the physician. The neurological hos- 
pital is to be congratulated on not being 
taken in by such false, though tempting, 
evidence, 

Wechsler’ makes the following statements 
in the chapter on spinal cord tumors: “If the 
tumor involves motor roots first then, in- 
stead of the pain, there may be, especially 
in the cervical and lumbar enlargements, 
twitchings, cramps, and spasms, followed by 
muscular atrophy. If the tumor is above 
the lumbar region, signs of pyramidal tract 
involvement begin to appear; spasticity, in- 
creased deep reflexes, the presence of a Ba- 
binski sign, ankle clonus, and, depending 
upon the level, absent cremasteric and ab- 
dominal reflexes. Tumors in the thoracic 
region, especially if they give rise to severe 
compression, are frequently characterized by 
paraplegia in flexion and painful spasms in 
the flexed, spastic legs. Tumors in the lum- 
bar enlargement are apt to be characterized 
by root pains in the legs and flaccid paraly- 
sis of parts of the lower extremities with 
loss or diminution of the knee jerks and 
preservation of the ankle jerks. It is equally 
important to make repeated detailed exami- 
nations and record the sensory findings for 
purposes of comparison. Unless there are 
multiple tumors, the level of the tumor is 
fairly fixed throughout the course . . . the 
progress is apt to be more rapid; there is 
apt to be evidence of subarachnoid block and 
the presence of xanthochromia; there may 
be some spinal tenderness and rigidity; the 
level is generally fixed throughout the course 
of the disease. ... It is noteworthy that’ 
there is great increase of protein in the spi- 
nal fluid in intradural] and intramedullary 
tumors.” 

The above quotations, although somewhat 
out of context, have been given as illustra- 
tions for several reasons. First, almost 
throughout, one notes qualified statements 
such as “apt to be,” “generally,” “fairly,” 
“frequently,” and ‘may be.” I feel certain 


that Dr. Wechsler qualified these statements 
in order to stress the protean manifestations 
of any given cord lesion. Unfortunately, we 
mechanized mortals too often tend to reject 
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a possibility in diagnosis if the symptoms 
and findings fail to coincide with some clear- 
cut memory known as a classical or text- 
book picture. It must be realized that such 
convenient pictures are rarely found and 
even if found such a consequence would 
surely deplete the zest of a diagnostic chal- 
lenge. It is of note that Dr. Wechsler did 
dogmatically phrase the importance of mak- 
ing repeated detailed examinations with re- 
corded sensory findings for purposes of com- 
parison, The fact that it was stated that 
there is a great increase of protein in the 
spinal fluid in intradural and intramedullary 
tumors is of prime significance in that in 
our case of known intradural tumor the spi- 
nal fluid protein was 37 mgs. %. This last 
fact adds to my contention now that any or 
all of the cases of Stiff-Man Syndrome could 
be diagnosed remotely as cord tumor. The 
symptoms of all the cases, including our 
case, are strangely and significantly allied. 
It would be wiser to add that there are a 
number of other diseases exclusive of cord 
tumor producing symptoms of rigidity and 
spasms due to compression or partial inter- 
ruption of the cord (e.g., localized spinal 
arachnitis and incomplete transverse mye- 
litis from any cause), and to conclude that 
incomplete interruption of the cord from 
any etiology could be the actual diagnosis 
in any of the given cases of Stiff-Man Syn- 
drome described. An unlisted author® has 
noted that Moersch and Woltman excluded 
the so-called myostatic form of dystonia 
musculorum deformans as a possible expla- 
nation for this syndrome, listing Wechsler 
and Brock* and Herz’ as references. He also 
reasoned that a metabolic cause cannot be 
excluded. 

The grouping of similar undiagnosed dis- 
eases under the label of a syndrome is not 
without possible unintended consequences. 
There is the dange~ of encouraging pigeon- 
holing of bizarre or atypical neurologic or 
myopathic entities. This fact is borne out 
by recent correspondence? in response to the 
article by Asher.’ One of the contributors 
suggests that the syndrome escaped the at- 
tention of Charcot and his followers at the 
Salpetriere, and he even postulates that some 
cases of extreme skin tenderness may be 
mild cases of Stiff-Man Syndrome. 
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Summary and Conclusions 

The literature on Stiff-Man Syndrome has 
been reviewed. A case filling the clinical 
criteria of this newly-coined syndrome stud- 
ied at the V. A. Hospital, Dublin, Ga., is de- 
scribed in detail. Examination of the spinal 
cord was rewarded by the discovery of an in- 
tradural spinal cord tumor. 

From the findings in our patient it is rea- 
sonable to postulate that the movable tu- 
mor could change position by transmitted 
changes in intraspinal pressure resulting 
from external stimuli and by changes in 
body alignment. Slight shifting of the tu- 
mor would result in variations of cord pres- 
sure. Such a possibility may be compared 
to abrupt changes in symptoms by move- 
ments of pedunculated third ventricle tu- 
mors.’ One does not ordinarily think of a 
patient with cord tumor bedfast one day and 
ambulatory the next. And it is more usual 
to associate very high spinal fluid protein 
with cord tumors. The anatomical facts and 
clinical variations in this patient’s symp- 
toms may well be borne in mind in future 
diagnostic problems. 
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This report has been reviewed in the Veterans 
Administration and is published with the approval 
of the Chief Medical Director. The statements and 
conclusions published by the author are the result 
of his own study and do not necessarily reflect the 
opinion or policy of the Veterans Administration. 
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Dynamics of Group Psychotherapy 


SAMUEL B. HADDEN, M.D. 


Psychotherapy is often regarded as an art, 
an ability with which an individual has been 
endowed. While there is little doubt that 
some individuals are more capable of becom- 
ing skilled psychotherapists than others, 
psychotherapy is no more an art than is the 
practice of surgery. It is an approach to the 
treatment of emotionally disturbed states 
and inappropriate patterns of behavior, and 
can be effective only when the therapist pos- 
sesses knowledge of psychopathology and 
psychodynamics and has become skilled in 
the use of psychological procedures. Using 
such knowledge and skill he can direct the 
uncovering of repressed material, give sig- 
nificance to the patient’s inappropriate be- 
havior, help him gain insight and initiate 
growth. Psychotherapy helps the patient to 
become a more mature individual, capable of 
greater contributions to the happiness of 
persons with whom he comes in contact. 


There is little doubt that a good physician 
often exerts favorable influence upon pa- 
tients and provides them with corrective ex- 
periences through his interest, sympathy, re- 
assurance and suggestion. Many people need 
little more than this type of assistance when 
their problems are at or near the conscious 
level and of brief duration. Physicians reg- 
ularly render excellent services by recogniz- 
ing signs of emotional disturbance in their 
patients and then directing corrective ex- 
periences in the home, school or place of em- 
ployment, These psychotherapeutic activi- 
ties of general physicians should be encour- 
aged and efforts must be made to improve 
their training and increase their ability to 
manage more of the minor emotional disturb- 
ances. Treatment of the more serious prob- 
lems is the work of the psychiatrist schooled 
in psychopathology, psychodynamics and 
psychotherapeutic techniques, 
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It is impossible in this presentation to re- 
view the various schools of psychotherapy,’ 
but the basic principle of all effective psy- 
chotherapy is to provide corrective emotional 
experiences for the patient. The therapist 
must establish a positive relationship with 
the patient and through it effect the release 
of repressed memories, feelings, fantasies, 
and then direct the reintegration of the per- 
sonality through activation of insight. Group 
psychotherapy offers emotionally corrective 
experiences that individual psychotherapy 
cannot offer. 

Shortly after the turn of the century Dr. 
Joseph Pratt’ of Boston began to use a group 
approach in the management of psychologi- 
cal aspects of pulmonary tuberculosis and, 
later, in psychoneurotic states and other 
chronic illnesses. Lazell* and Wender‘’ util- 
ized groups in various fashions to handle 
psychotic and other psychiatric conditions. 
The use of groups extended rapidly in the 
early thirties and today the International 
Journal of Group Psychotherapy, publica- 
tion of the steadily growing American Group 
Psychotherapy Association, is spreading 
knowledge of group psychotherapeutic tech- 
niques and applications all over the world. 

In the last twenty years the group psy- 
chotherapeutic approach has been widely ap- 
plied to a diversity of psychiatric problems 
and gratifying results have been reported. 
As in all psychotherapeutic approaches, the 
benefits derived by the patient are almost 
directly in proportion to the therapist’s 
schooling in psychopathology and psychody- 
namics, While the approach, the goals, and 
the techniques of various therapists may 
vary considerably, there are certain inherent 
properties in all therapy groups which have 
effective psychotherapeutic impact upon the 
participants, 

Group psychotherapy is a logical approach 
to the solution of man’s problems of adjust- 
ment. Man is accustomed to functioning in 
groups and steadily strives to attain signifi- 
cance and acceptance in that group with 
which he identifies himself. Failure to find 
satisfaction in the constellation in which he 
must function will lead to anxiety and some 
types of disturbed behavior. One of the 


earliest psychiatrists to use the group ap- 
proach was Marsh,° who stated: “By the 
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crowd they have been broken; by the crowd 
they must be healed.” With this philosophy 
he conducted group sessions in mental hos- 
pitals, striving to bring about a better un- 
derstanding of each patient by his fellow in- 
mates. He tried to help patients acquire new 
significance and corrective insight before re- 
turn to the community in which they had 
broken. Such a therapy group is often the 
first place in which many patients find sig- 
nificance. 

A group of undirected patients themselves 
may have therapeutic potentialities, but only 
when directed and guided by a skilled thera- 
pist does the group become a powerful thera- 
peutic force. The group might be likened to 
the scalpel of the surgeon. Of itself, the 
scalpel does not contain any intrinsic thera- 
peutic benefit but when guided by the skilled 
surgeon it becomes an instrument of great 
value; with a group of patients, it is the ther- 
apist who directs the group and makes it 
truly therapeutic. 

Group psychotherapy has not been used 
a sufficient length of time for agreement to 
exist relative to the overall role of the ther- 
apist. His approach may vary from that of 
an extremely authoritarian and dominant fig- 
ure, who controls the group by lecturing and 
scolding patients into repression of their so- 
cially unacceptable patterns of behavior, to 
a very passive and permissive role. Some 
groups amount to little more than sessions 
in which a philosophy of a better way of liv- 
ing is discussed. This is essentially an in- 
spirational approach. 

Many psychoanalysts investigating the 
group psychotherapeutic approach have re- 
lied upon dream analysis and free associa- 
tion, with the group interpreting the pro- 
ductions of each other. Judging from the 
literature, a psychoanalytically oriented in- 
terview type of group is the one that is 
most commonly used. In this type of ap- 
proach most therapists endeavor to keep the 
discussion focused upon the feelings which 
individuals bring to the group or which are 
produced by group interaction. When deemed 
appropriate, interpretation of the production 
is sought from the group or supplied by the 
therapist. This type of process may be fol- 
lowed with limited goals or may proceed to 
the uncovering of deeply repressed material, 
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eventual acquisition of effective insight, and 
ultimate personality reintegration. 

In a group the patients become acquainted 
with the commonly used ego protective de- 
vices such as rationalization, projection and 
reaction formation, These, and other dy- 
namics, are presented to them in simple, 
easily understood terms. Everyone who has 
worked with groups acknowledges that this 
form of therapy provides the patient with a 
variety of experiences which cannot be pos- 
sible in individual psychotherapy. Frequently 
we have felt that an effective psychothera- 
peutic group afforded an individual the op- 
portunity of reliving therapeutically, and in 
a satisfactory manner, many experiences 
which were traumatically suffered in early 
life. As the sessions continue, almost every 
life situation can be re-lived to some degree 
and, as the patient prepares to leave the 
group, he may re-live the breaking of de- 
pendency ties and return to the world with 
renewed confidence and feelings of increased 
significance because he has found tolerance 
acceptance and support with his peers. 

Soon after admission into a group, as a 
result of the acceptant and tolerant attitude, 
the patient usually forms a positive trans- 
ference to the therapist. As the patient con- 
tinues to participate, multiple transferences 
are awakened by other members of the group 
and these provide him with a richness of cor- 
rective experience that cannot be duplicated 
in individual therapy. After a few sessions 
patients with a greater degree of ego 
strength initiate the cathartic process as 
they speak of their problems at the conscious 
level. This cathartic aspect of psychother- 
apy often proceeds with great rapidity in the 
group, and long forgotten experiences quickly 
come to the fore. I have frequently felt that 
this phenomenon is similar to the one ob- 
served when a group of friends get together 
and start telling amusing stories. Once this 
commences, it may continue for hours with- 
out exhausting the supply. So it is when the 
cathartic process is initiated in the therapeu- 
tic group; it is stimulated in each member 
by the productions of others. 

In individual therapy, in order that he 
may benefit, it is necessary that the patient 
speak of his problem and eventually bring 
forth repressed material. I have had pa- 
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tients who brought forth little in a group, 
but who participated in the experience of 
other members in a vicarious manner, and 
thereby derived considerable benefit. By the 
process of identification with another mem- 
ber of the group, a patient may re-live many 
of his own early life situations in such fash- 
ion that he acquires insight and understand- 
ing into the significance of his behavior. Af- 
ter an experience of this nature, even the 
most reticent patient is able to participate 
more actively. In a group the patients feel 
that the presence of others affords them pro- 
tection and, for the first time, they are able 
to express feelings without fear of retalia- 
tion from the authoritarian figure repre- 
sented by the therapist. 

One of the earliest apparent benefits of 
group participation is the easing of anxiety 
that occurs when members appreciate that 
their complaints and disturbed feelings are 
experienced by others. They soon lose the 
feeling that they are unique, and thus gain 
confidence in their anility to improve. Know- 
ing that “normal looking people” have sim- 
ilar problems is a comforting experience. 

When the therapist is acceptant and tol- 
erant, the group responds with tolerance of 
each other and before long each member ac- 
quires a feeling that he is accepted by all 
members and is significant to them, This 
ego-strengthening experience is often the 
first positive, constructive force in the lives 
of many individuals, and from it they may 
start on the road back to an effective inte- 
gration. Being accepted and accorded sig- 
nificance by a social unit is a very realistic 
experience. It has seemed to me that the 
group intuitively appreciates such a need as 
manifested by a member and extends it at 
an appropriate time. One of the extraordi- 
narily realistic functions of the group is its 
capacity to express disapproval of an indi- 
vidual’s behavior, but never to withdraw ap- 
proval of him. 

Another ego-strengthening function occurs 
when an individual discovers that others in 
the group have had similar irrational 
thoughts and desires, and have behaved in 
equally immature manner. The knowledge 
of the universality of unacceptable feelings 
such as parental death wishes, sibling rivalry 
and tabooed sexual wishes is comforting and 
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cannot be provided effectively in individual 
therapy. A properly directed group not only 
affords ego-strengthening experiences but 
inevitably demonstrates the need for modifi- 
cation of the super-ego structure in its mem- 
bers as the demands of a punishing superego 
are brought forth. A realistic construction 
and reconstruction of the super-ego con- 
stantly goes on in the group and there is al- 
ways testing of super-ego values in the group 
discussion. 

As the patients are initially brought into 
the group they rely upon the therapist for 
protection and guidance in the new setting. 
The transference at this stage has a mater- 
nalistic quality, but rapid shifting of the 
transference soon develops and the therapist 
alternately becomes the threatening father- 
figure or the indulgent, comforting mother- 
figure. To some, the therapist becomes a de- 
tested authoritarian figure who frustrates 
them and prevents them from knowing to- 
tal acceptance by the group. Some patients 
will challenge the therapist and try to de- 
stroy and succeed him in the affections of 
the group. Members of the group recognize 
this struggle and aid in the resolution of the 
conflict. 

In every group, members sometime will 
live through phases of the Oedipal complex 
until effective insight is acquired and the 
conflict resolved. The re-living of sibling ri- 
valries is obvious in the group. It is quite 
the usual thing for one member of the group 
to show hostility and verbally assault an- 
other and, after having exhausted his vitu- 
perative vocabulary, to pause and with a look 
of amazement, announce: “You know, you 
remind me of my Getested brother.” Such 
recognition of transference is a helpful ex- 
perience. As this repetition of old sibling 
rivalry is being worked through, almost al- 
ways the patient involved reports to the 
group that the relationship with the sibling 
with whom the significant identification was 
made has improved in their everyday living. 

In addition to these sibling rivalries that 
are re-lived, there are quite often very 
strong and helpful identifications made by 
one member of the group with another. De- 
sirable traits presented by the therapist and 
members of the group may be copied by the 
others. As a member manifests emotional 


growth, patients in 2 positive stage of trans- 
ference will identify with the progressing 
member and copy his acceptable pattern of 
behavior. This fundamental process of 
growth is one of the impelling realities of 
the group, and is an ever present pressure 
exerted upon the members to change. The 
reality of a demand of this sort must be re- 
garded as one of the most effective dynamic 
factors in group psychotherapy. This type 
of growth is not the result of conscious in- 
sight but develops out of the reality of the 
group situation. While certain patients re- 
gress to more infantile levels and obtain the 
satisfaction of infantile drives within the 
group, the impelling pressure of the group 
for them to give up their neurotic patterns 
is ever present, and regression in a group is 
brief. The gentle and insistent demand of 
the reality situation in the group causes 
rnany patients to relinquish their regressive 
patterns of behavior and obtain their satis- 
factions in more adult fashion. 

Although it is my feeling that a group 
affords a corrective emotional experience for 
many traumatic events of early life, I do 
not feel that it is necessary for groups to be 
heterosexual in their composition to provide 
totally realistic re-living experiences. In re- 
cent years I have dealt only with groups of 
the same sex. In a male group the male ther- 
apist will not be consistently identified as an 
authoritarian father-figure, but will at times 
evoke feminine types of transferences vary- 
ing from an indulgent mother to a hostile, 
rejecting one, in addition to being a mascu- 
line figure with various fatherly traits. 

I have noted rather routinely that when 
a group has advanced considerably there 
tends to be a disappearance of the shifting 
type of transference to the therapist. In a 
group of males that has rather effectively 
worked through their Oedipal strivings and 
has gained considerable insight into their 
problems, the members come to regard the 
group as the standard of masculine behavior 
and ideals, whereas the male therapist to- 
ward whom the members have now devel- 
oped some degree of feelings of equality is 
regarded as an acceptant and tolerant moth- 
er-figure. They feel confident of protection, 
and I have on occasion sensed the respect 
that good sons have toward a mother who 
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has brought them to a state of self-suffi- 
ciency through acceptance, tolerance and 
guidance. In female groups, in the early 
phase of their activity, I have felt the hos- 
tility held toward me as the punitive, frus- 
trating mother-figure, but as they progressed 
in treatment I became more consistently the 
figure of a strong father who no longer ac- 
tivated anxieties in them and toward whom 
they looked with respect and the conviction 
that they were esteemed persons. 

As in every form of psychotherapy, re- 
sistance will become apparent in its usual 
form through silence, digression, the asking 
for solutions to specific problems, and in 
many other ways. Digressions to ask ques- 
tions about children may be resistance, but 
I fee] that many patients unconsciously use 
their children as foils, to bring forth for res- 
olution conflicts from their own early life. 
Whether it is resistance or digression, dis- 
cussion of the problems of children can be 
2 helpful experience in group psychotherapy. 

While it is indicated that there are certain 
experiences one may have with the group 
that cannot be part of individual therapy, I 
wish to emphasize that the therapist is the 
most important feature in group psycho- 
therapy. He should be initially experienced 
in individual psychotherapy and, whenever 
possible, have had a period of training as 
part of a psychotherapeutic group. He should 
have some experience under supervision in 
group therapy techniques before he begins 
to function as a group leader. He should be 
well adjusted himself, with no need to ex- 
ploit a group for his emotional satisfaction. 
He must be tolerant, acceptant and fully ca- 
pable of withstanding the hostile assaults of 
the group. He must be able to handle coun- 
tertransference without becoming punitive 
or permitting himself to be seduced. He may 
set goals in keeping with his own orienta- 
tion, and be capable of further growth 
through the experience with groups. 

A psychotherapy group is one in which 
there is constant action. In it there is re- 
production before its members of many 
highly dramatic and emotional experiences 
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and the demands upon the therapist are far 
more drastic than in individual therapy. 
There will be occasions on which the thera- 
pist will be openly challenged and in which 
demands will be made of him to reveal his 
feelings with the same honesty and clarity 
expected from group members. It is often 
impossible to hide one’s feelings and to try 
to deny them would be obstructive to the 
progress of the group. As a result of the 
reality demand of the group, the therapist 
who may be overidealized at the beginning 
of the session soon becomes regarded as a 
more human person whose faults become ap- 
parent and acceptable. The group cannot ac- 
cept the hypocrisy of the therapist who tries 
to deny feelings which are manifest to its 
members. Acknowledgment by the therapist 
of negative feelings is often a dramatically 
supportive experience to a group still strug- 
gling with remnants of their feelings of un- 
worthiness. 


The therapist must be primarily a hu- 
manist, well schooled in psychopathology 
and psychodynamics, and capable of appreci- 
ating that he is the central figure in a dra- 
matic re-living, reintegrating experience for 
all patients who come under his treatment. 
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Treatment of Depressive States in Office Practice 


JOSEPH L. BELL, M.D., HANS TAUBER, M.D., ALBERT SANTY, M.D., 


and FRANK PULITO, M.D. 


This is a report of results obtained with 
drug treatment of depressed patients in of- 
fice practice, using Deprol (a combination of 
meprobamate and benactyzine hydrochlo- 
ride). Previously, meprobamate alone had 
been reported useful in the management of 
depressive Greatest benefit, 
however, appeared limited to acute depres- 
sions with strong anxiety components. Endo- 
genous depressions were more rarely helped. 
Similarly, benactyzine had been reported of 
value in some depressions, particularly in re- 
lieving obsessive rumination.**"* However, 
its value in certain patients was limited by 
its tendency to precipitate anxiety and to 
aggravate the inability to sleep.” 


In pharmacological studies, Pattison, Cou- 
sens and Berger® showed that a combination 
of meprobamate and benactyzine was more 
effective in calming animals than either 
agent alone, and that meprobamate counter- 
acted the hyperexcitability produced by high 
doses of benactyzine. Alexander? confirmed 
these findings clinically, Following a study 
of 35 severely depressed patients treated 
with Deprol in office practice, he reported 
that 57% achieved complete or social recov- 
ery within an average of 8 weeks. Alexan- 
der believed that the effectiveness of the 
combination was due to the fact that mepro- 
bamate relaxed the patient and reduced ex- 
citability—but without undesirable depres- 
sant effect—while benactyzine raised the 
threshold to disturbing stimuli. 


The present study was undertaken by a 
group of two psychiatrists and two intern- 
ists to see if Alexander’s findings could be 
applied to treatment of depressed patients in 
office practice. It was hoped that by pool- 
ing the results obtained by physicians of dif- 
ferent disciplines, individual bias might be 
eliminated, 


Material 


Diagnoses. This study comprises 77 am- 
bulatory patients examined and treated in 
private practice. Of these, 53 suffered from 


neurotic depressions, 19 were psychotic and 
five had organic disorders of the brain. 

Sex and Age. There were 31 males and 
46 females. Ages ranged from 12 to 72, the 
median age for men being 50, for women 
45. Distribution was as follows: 


Age No. P’s % 
0-19 1 1.3 
20-39 Ze 35.0 
40-59 35 45.5 
60-79 14 18.2 


Duration of Illness. Half the patients had 
suffered from depression for less than one 
year; half for from 1 to over 10 years. The 
largest numbers were clustered in the ranges 
3-6 months (35%) and 1-3 years (41%). 

Previous Treatment. Of the 77 patients, 
59 had previously been treated with other 
drugs.. Six had received electroshock, 

Distribution by Investigator. Table I 
shows the types of cases treated by each in- 
vestigator. It will be seen, as would be ex- 
pected, that both psychiatrists treated nearly 
as many psychotic as neurotic patients, 
while the internists treated neurotics only, 
with the exception of one case. Five patients 
with organic brain damage (hypertensive 
cardiovascular disease with cerebral arterio- 
sclerosis) were evenly distributed. 


TABLE I 
Distribution of Cases Among Investigators 


= 

3 > 

Psychiatrist #11 .............. 23 13 9 1 
Psychiatrist #2 .............. 22 11 9 2 
17 16 1 
15 13 1 1 
77 53 19 5 

Procedure 


Dosage. All patients were started on one 
tablet Deprol (each containing meprobamate 
400 mg. and benactyzine hydrochloride 1 
mg.) four times a day. This dose was ad- 
justed downward as improvement warranted 
or as side effects occurred. No dose higher 
than four tablets a day was given, whereas 
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dosage could often be reduced to a few tab- 
lets a week and finally withdrawn. 

Duration of Treatment. Most patients 
were seen once a week, the duration of treat- 
ment ranging from one week to three 
months, averaging five weeks; 44% were 
treated for from one to four weeks, 52% 
from five to eight weeks; only three patients 
were treated for more than eight weeks. 

Method of Evaluation, Evaluations were 
based on the patients’ subjective reports, 
and on the physicians’ clinical observations. 
Where patients’ past histories were known, 
these were used as controls in evaluating re- 
sults. Otherwise no controls were used. 
While double-blind studies are desirable in 
evaluating a new medication, the use of this 
method in regular office practice is rarely 
feasible. In the case of ambulatory de- 
pressed patients, with whom the possibility 
of suicide can never be overlooked, the use 
of an agent known to have no therapeutic 
effect could hardly be condoned. 

Rating Scale. All patients were evaluated 
on the following rating scale: 


DISEASES OF THE NERVOUS SYSTEM 


JUNE 


toms to a significant degree. Work 
and/or social relations were im- 
proved, but not to the complete sat- 
isfaction of the patient. 


Some Patient was relieved to some extent 

Favorable of isolated symptoms, or of several 

Effects symptoms in slight degree. Work and 
social relations were substantially un- 
changed. 

Unimproved Patient reported no relief of symp- 


toms from the medication. 


Results 

By Diagnosis. Results with Deprol were 
rewarding. Improvement by diagnosis is 
summarized in Table II, Best results were 
obtained in neurotic depressions where 85% 
of patients showed some favorable effects 
from the medication, and 64% were im- 
proved. As would be expected, acute depres- 
sions responded better than chronic cases 
(96% improved; 85% recovered or im- 
proved). Nevertheiess, 73% of patients with 
chronic depressions were relieved to some 
extent, and 42% improved. Psychotic de- 
pressions were less often helped, although 
53% showed some effect while 21% were 
improved. Patients with depression associ- 


Recovered ated with cerebral arteriosclerosis were too 
or Symptoms, and was able to tune- small in number to warrant conclusions. 
tion satisfactorily, socially and on the 
job. Only two of the five were helped. 

Improved Patient was relieved of most symp- It is interesting to break down our results 

TABLE II 
Results of Deprol Treatment in 77 Depressed Patients by Diagnosis 
Diagnosis E ns 5 
53 5 29 11 8 85% 64% 
27 5 18 3 1 96% 85% 
(7) 26 11 8 7 73% 42% 
PSYCROUC 19 4 6 9 53% 21% 
involutional melancholic .................... 4 1 1 2 — naan 
5 1 2 2 — —— 
10 2 3 5 — — 
Neurotic and psychotic depressions .... 72 5 33 17 17 76% 53% 
(hypertensive cardiovascular dis- 
ease w/cerebral arteriosclerosis) .... 
77 5 33 19 20 74% 49% 


*Percentages not given when insufficient number of patients appear in the group. 


(a) Includes 24 depressive reactions (5 recovered, 15 significantly improved, 3 with some favorable ef- 
fects, 1 unimproved); 1 menopausal depression (significantly improved); and 2 anxiety neuroses with 
depressive components (both significantly improved). 

(b) Included 17 depressive reactions (7 significantly improved, 4 with some favorable effects, 6 unim- 
proved); 6 menopausal depressions (3 significantly improved, 2 with some favorable effects, 1 unim- 
proved); and 2 alcoholic depressions (1 significantly improved, 1 with some favorable effects); and 
1 anxiety neurosis with depressive components (some favorable effects). 
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TABLE III 
Distribution of Results by Investigators 


(Neurotic and psychotic depressions only; 
organic disease omitted) 


3 283 
Os E 
® 
22 82% 55% 
20 80% 55% 
14 50% 43% 
Total and average ............ de 76% 53% 


for neurotic and psychotic depressions (53% 
recovered or improved) by the individual in- 
vestigator. This analysis (Table III) shows 
that the ratings of one investigator (In- 
ternist #2) were substantially lower than 
those of the other three whose ratings show 
remarkable correlation at about 85% over- 
all effect, and 55% recovery or improvement. 
By Symptoms. Individual symptoms did 
not show wide variations in response. Psy- 
chomotor inhibition, crying, insomnia, ano- 
rexia, and anxiety were most responsive, all 
showing moderate to complete relief in from 
60 to 67% of the cases, and some relief in 
from 82 to 85%. Sadness, self-reproach, loss 
of interest in life, suicidal thoughts and agi- 
tation showed moderate to complete relief 
in from 52 to 56% of the cases, and some 
relief in from 60 to 84%. (See Table IV.) 
In the case of suicidal thoughts, it should 
be pointed out that there was a marked dif- 
ference of response among neurotic and psy- 
chotic depressions. In neurotic depressions, 
12 out of 15 patients (80%) showed marked 
improvement or complete remission of this 
symptom with Deprol; among psychotic de- 
pressions, only two out of 11 patients (18% ) 
were so improved within the study period. 


Comparison with Previous Medications. A 
comparison of results was made in the 59 
patients who had previously been treated for 
their depressions with other medications 
(Table V). These included amphetamine, 
Dexedrine, Dexamyl, Marsilid, Meratran, 
Ritalin, Serpatilin and the whole range of 
tranquilizers, barbiturates, bromides and 
other sedatives. Analysis showed that im- 
provement with Deprol was greater in 36 pa- 


265 


tients (61%), the same in 16 (27%) and 
less in 7 (12%). Of the 18 patients not pre- 
viously treated only two failed to improve. 
Side Effects 

Only nine instances of side effects were 
reported in this study. These included four 
instances of drowsiness, all of which disap- 
peared with continuation of therapy or de- 
crease of dose; three cases of dizziness or 
“loginess,” all discontinued; one case of 
“stomach upset,” and one case of skin rash 
appearing after six weeks of treatment, and 
also discontinued. It is noteworthy that all 
four cases of drowsiness showed significant 
improvement in spite of this side effect. 


Discussion 


Depression has been defined? as a state of 
sadness, with self-reproaches, psychomotor 
inhibitions, sleep disturbances and impaired 
appetite. Our study has clearly shown that, 
by this definition, office treatment with Dep- 
rol is effective. The characteristic - physical 
and mental retardation of the depressed pa- 
tient and the persistent insomnia and loss 
of appetite are particularly responsive to 
treatment with this medication. 

When we compare our results for neurotic 
and psychotic depressions with those ob- 
tained by Alexander (57% “complete and/ 
or social recovery” for the same categories), 
we find that our response was somewhat 
lower than his. The difference may be due 
to two factors: (1) Alexander’s patients 
were treated for periods varying from two 
weeks to six months, while none of ours was 
treated for more than three months; and (2) 
Alexander prescribed higher dosages than 
were used in our study. The minimum dose 
used in his series (one tablet q.i.d.) was the 
maximum used in ours; he frequently raised 
dosage to three times this amount, even sug- 
gesting that if the patient was not sleepy 
for the first three days, dosage was too low. 
It may very well be that a larger percent- 
age of our psychotic patients would have 
been improved on higher dosages. 


It is important to point out also, that even 
slight relief of symptoms was worth while 
since it improved doctor-patient rapport and 
facilitated psychotherapy. 

The drug has two important advantages 
over stimulant drugs which produce or ag- 
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TABLE IV 
Results of Deprol Treatment in 77 Depressed Patients by Symptom 

44 15 7 6 8 8 82% 63% 
37 5 7 8 12 5 84% 54% 
54 13 16 7 8 10 82% 67% 
Anorexia, weight 1088 ............:0000 41 8 11 6 9 7 83% 61% 
Psychomotor inhibition (c) ............ 59 3 17 19 11 9 85% 67% 
Loss of interest in life ................4 34 3 10 6 7 8 17% 56% 
Suicidal thoughts ...............cssceceseeees 27 12 2 0 2 11 60% 52% 
a aa 30 2 9 5 7 7 77% 53% 

Pain or other somatization ............ 8 2 3 3 

3 1 1 1 
440 70 108 82 89 91 79% 59% 


(c) Includes both physical and mental retardation, fatigue, lack of energy, failure of concentration. 
(d) Includes 1 case of nightmares (symptom-free); and 2 cases of delusions (1 slight relief, 1 no relief). 


none). 


TABLE V 
Results with Deprol Compared with Results 
on Previous Medications 


Results Deprol 
Significantly improved ................ 2 22 
Some favorable effects .............. 26 15 


ravate insomnia, and depress appetite. On 
the contrary, it enables patients to sleep 
who often haven’t slept well for months, and 
helps restore a normal interest in food. 

Equally important for office treatment is 
the product’s low toxicity. No evidence of 
the adverse effects on blood pressure and 
liver function was shown which, with the 
“psychic energizer” group of drugs, neces- 
sitates continuous surveillance and labora- 
tory testing during treatment. 

Of particular interest to general practi- 
tioners and nonpsychiatric specialists should 
be the finding that Deprol dispelled suicidal 
thoughts in neurotic patients. Since nearly 
all depressive patients seen by these physi- 
cians will belong to the neurotic group, this 
effect should be reassuring. It goes without 
saying that any evidence of suicidal intent is 
a signal for close supervision and that pa- 
tients who fail to respond to medication 
should be referred for psychiatric treatment. 


Conclusions 


Deprol was used in the treatment of 77 
ambulatory depressed patients in private of- 
fice practice. Two psychiatrists and two in- 
ternists participated. Maximum dosage used 
was one tablet four times daily and average 
duration of treatment was five weeks. 

The drug was effective in the treatment 
of depression. Best results were obtained in 
neurotic depressions in which 85% of the 
patients were improved to some extent by 
the medication, and 64% almost completely 
recovered, In psychotic depressions 53% 
showed some improvement, 21% improved 
to a measurable degree. 

When compared with stimulant drugs or 
other antidepressant medications used for 
the same patients, Deprol was found to pro- 
duce greater improvement in 61%, compa- 
rable improvement in 27%, and less improve- 
ment in 12%. 

The cardinal symptoms of depression— 
psychomotor retardation, self-reproach, in- 
somnia and anorexia—were all favorably in- 
fluenced by Deprol. In neurotic patients, sui- 
cidal thoughts were strikingly counteracted. 
Doctor-patient rapport was better and psy- 
chotherapy was facilitated by the use of 
Deprol when this was part of the treatment. 

Important benefits of treatment noted 
were: (1) prompt action; (2) unimportant 
side effects; (3) lessened insomnia; (4) no 
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loss of appetite; (5) no liver dysfunction; 
(6) or other toxic symptoms requiring con- 
stant surveillance and laboratory tests. 


Authors’ Note: The drug, Deprol, used in this 
study was made available through the courtesy of 
Wallace Laboratories, New Brunswick, N. J. 
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Deanol: A Clinical Trial 


CALVIN E. SCHORER, M.D., and PAUL LOWINGER, M.D. 


Deanol (Deaner), the subject of a clinical 
trial, is the salt formed between one mole of 
B-dimethylaminoethanol and one mole of 
para-acetylaminobenzoic acid. The alcoholic 
component diffuses readily through the 
blood-brain barrier and can be converted to 
choline, a precursor of acetylcholine; hence, 
it might be expected to stimulate brain func- 
tion. 

The subjects in this study were outpa- 
tients who had been previously seen for psy- 
chiatric diagnostic evaluation. They were 
seen at intervals of from one to six weeks 
in a drug clinic whose procedure has been 
described elsewhere.’ The presence of de- 
pressive symptoms was the indication for a 
trial of deano] although anxiety and other 
symptoms were often present. Most of the 
depression was moderate in degree with some 


From the Lafayette Clinic and Wayne State Uni- 
versity College of Medicine, Detroit, Michigan. 

This investigation is part of a project supported 
by Research Grant MY 2241, National Institute of 
Mental Health, Public Health Service. Riker Lab- 
oratories, Inc., Northridge, California, assisted this 
study and furnished the deanol (Deaner). 


suicidal ideation, fatigue, anorexia, insomnia 
and hopelessness although a few severely de- 
pressed patients who refused hospital care 
were followed in the drug clinic. At each 
visit the psychiatrist made a descriptive 
statement of the patient’s symptoms and ad- 
justment and rated the severity of the sleep 
disturbance, anxiety, thought disturbance, 
interpersonal difficulties and depression on 
a numerical scale. The dosage was generally 
increased slowly until beneficial or toxic ef- 
fects were noted. 

The group consisted of 29 depressed out- 
patients who took the drug by mouth for 
at least four weeks in divided doses ranging 
from 10 to 75 mgm. daily. The age of the 
patients ranged from 18 to 56; seven were 
male, 22 were female. They included 15 psy- 
choneurotics, six schizophrenics, five per- 
sonality disorders, two manic-depressive de- 
pressions, and one involutional reaction. 

Symptomatic improvement was graded on 
a scale; one indicated the same or worse, two 
slightly better, three definitely improved, and 
four completely relieved. We rated 14 pa- 
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tients (48%) one, eight patients (28%) 
rated two; five patients (17%) rated three; 
and two patients (9%) rated four. For all 
diagnostic groups together, the mean im- 
provement was 1.8. Considered separately, 
the diagnostic groups differed somewhat in 
amount of improvement as follows: psy- 
chotic depressions, 3.3; schizophrenics, 2.3; 
personality disorders, 1.8; and neurotics, 1.3. 
The drug seemed best for insomnia as well 
as for specific psychic depressive symptoms 
such as apathy, hopelessness, and suicidal 
feelings. In three patients whose sleep was 
improved, anxiety increased. Four patients 
experienced side effects of moderate sever- 
ity: headache occurred twice, irritability 
once, and there was one unconfirmed tele- 
phone report of a “rash.” 

To show the effect of length of treatment, 
we include data on another group of 17 out- 
patients who took Deaner from five to 27 
days in dosage ranging from 20 to 70 mgm. 
daily. The age of these patients varied from 
18 to 65; seven were male, ten female. They 
included ten psychoneurotics, three psychotic 
depressions, two schizophrenics, and two per- 
sonality disorders. Using the same improve- 
ment scale for this group 14 patients (82% ) 
were rated one; two patients (12%) rated 
two; and one patient (6%) was rated three, 
without any patients in the fourth category. 
The mean improvement for this group of 17 
patients was 1.2 with little variation between 
the diagnostic groups: psychotic depressions 
1.7, neurotics 1.2, personality disorders 1, 
and schizophrenics 1, Of these 17 patients, 
four experienced a mild side effect: hyper- 
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activity, irritability, anxiety, and an uncon- 
firmed ’phone report of a “rash.” 


The results indicate that about one-fourth 
of psychiatric outpatients with depression 
show improvement of this symptom after 
one month of treatment with deanol. This 
improvement was more marked in the psy- 
chotic patients who were depressed than in 
the depressed neurotics. A control group 
would be necessary in order to compare this 
with a spontaneous remission rate in similar 
depressed patients. These results can be 
compared to the remission rate of 23% in 
depressions found by Gottlieb* using amobar- 
bital and amphetamine, and to the 40% re- 
mission rate with iproniazid therapy of de- 
pression reported by Cook.‘ This clinical 
evaluation indicates that deanol may be 
worth a trial of at least four weeks, partic- 
ularly for depression with insomnia in psy- 
chotic patients. 
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Preliminary Study of Isocarboxazid, an Iproniazid Analog 


Harry DARLING, M.D., WALTER KRUSE, M.D., GERRARD F., HESS, M.D., 
and MATHILDE G. HOERMANN, M.D. 


An analog of iproniazid, isocarboxazid 
(Ro 5-0831/1) with its hydrochloride, Ro 
5-0831, has been used in pharmacological 
studies’* which show it to be a more potent 
amine oxidase inhibitor than its progenitor. 
Its chemical formula is 1-benzyl-2- (5-methy]l- 
3-isoxazolylearbonyl])-hydrazine. Both the 
drug and the hydrochloride were used phar- 
macologically and in clinical work only the 
Ro 5-0831/1 was used. In vitro tests in rats 
show it to be six times as potent as ipro- 
niazid and in vivo tests 30 times. In mice it 
is eight times as strong in potentiating the 
action of 5-hydroxytryptophane,. 


A group of 30 depressed patients were 
treated with the drug. Table 1 shows both 
diagnoses and results of treatment, including 
those of seven schizophrenics refractory to 
either phenothiazine derivatives or electro- 
shock therapy. Not including the above 
schizophrenics for the reason that they were 
not entirely vegetative, is a group of 21 com- 
pletely vegetative repressed patients who 
were beyond help with previous treatments 
attempted over many years. 

In the depressed group, three of the manic- 


From Danvers State Hospital, Hathorne, Mass. 


TABLE I. 


Improvement and Diagnostic Classification 
of Depressed Patients and Non-Vegetative 
Schizophrenics. 


© 
3 
§$ 
Depressions 
Manic-depressive .................... 43 - 2 2 11 
| - 1--1 2 
IPSYCHONEUTOSIS. f= 8 
Chronic brain syndrome ........ Ss Fat 
Mental deficients 1 -1- - 2 
Total improvement in depres- 


Improvement in schizophrenics 2 
Total improvement, vegetative 
patients excepted .................... 13 


00 


depressed patients were alternative, treated 
with the new drug while depressed; one of 
these cases was a new admission and two 
had been hospitalized three and four years 
respectively. The remaining cases were in 
the depressed manic category, relatively new 
admissions. The psychoneurotics were se- 
vere and of long duration. The involutional 
cases were of two and three years’ duration 
respectively. Three of the chronic brain 
syndrome cases had been hospitalized more 
than five years, two were relatively new ad-+ 
missions, and the remainder had been hospi- 
talized between two and five years. Both 
mental deficients had depressive psychoses; 
one was a new admission and recovered, the 
other had been hospitalized 10 years. 


Among the seven non-vegetative schizo- 
phrenics, two had been ill more than 10 
years; of these one became worse and one 
improved moderately. The remainder had 
been ill between two and five years: one be- 
came worse; two improved minimally; two 
improved maximally. Shock treatment in 
four and various phenothiazines in six of 
these patients had been ineffective. Not in- 
cluded statistically in this study are four 
schizophrenics who have been on the new 
drug three weeks; two of them are mod- 
erately improved. 

The vegetative group is particularly inter- 
esting. It comprised 17 schizophrenics and 
four mental deficients with catatonic type 
psychoses. These chronic regressed patients 
were inert and apparently without affect, 
demonstrating constant catatonic attitudes 
and mannerisms, incontinent, and either 
mute or so blocked and incoherent as to be 
unable to communicate. For at least ten 
weeks they were on doses of 60 mg. daily, 
with the exception of one on 40 mg. All but 
one were female, Two of the patients (Cases 
3 and 4 below) obtained maximal improve- 
ment. Three became markedly more active 
and talkative, but were still incontinent and 
their speech was incoherent; they are con- 
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sidered moderately improved in relation to 
their former state. Three more patients 
ceased to demonstrate catatonic postures, 
increased their activity minimally, and spoke 
a little. One patient became continent and 
a little more active, but still was mute. The 
remaining 12 patients did not change. Im- 
provement was in the schizophrenics only. 
None of these patients had responded to elec- 
troshock, reserpine, or phenothiazines over 
the years. 


The mean dose in the depressed patients 
and non-vegetative patients was 30 mg. daily, 
varying between 10 mg. and 60 mg. One pa- 
tient gained and maintained improvement 
on the 10 mg. daily dose. In the depressed 
group iproniazid had been ineffective in three 
of these patients and mepazin in seven. How- 
ever, Mepazine was effective in two depressed 
patients in whom Ro 5-0831/1 had been in- 
effective, and in another where trifluproma- 
zine was ineffective. Response in these pa- 
tients was faster than had been noted with 
iproniazid, occurring oftentimes in a few 
days or a week and usually before three 
weeks. In the case of the vegetative pa- 
tients it took between four and seven weeks 
to obtain results. 


One patient in the vegetative group was 
taken off the drug due to severe hypotension 
and vertigo, and another was constipated; 
other side effects did not occur in this group 
despite the relatively high dose. Two de- 
pressed patients were taken off due to hypo- 
tension and vertigo; two more developed 
these symptoms but only temporarily. Re- 
duction of blood pressure in other cases oc- 
curred but was clinically insignificant, Other 
than the one constipation case which defi- 
nitely developed with the drug no others 
were found resultant from its use. Constipa- 
tion was a problem in depressed and re- 
gressed patients long before modern psy- 
chiatric drugs were used. Extrapyramidal- 
like symptoms occurred; one patient became 
depressed and extremely restless; one had 
muscle twitchings; one had pseudoparkinson- 
ism; one had pseudoparkinsonism and an 
akathisic type of reaction. Two patients 
had temporary edema and one dryness of the 
mouth. Only the three hypotensive-vertigo 
cases were taken off medication. 


Case Reports 


1. This 67 year old female developed an agitated 
depression a few months before hospitalization and 
has been hospitalized three years. Due to bilateral 
cataract she is blind. The diagnosis was chronic 
brain syndrome associated with cerebral arterio- 
sclerosis. Throughout her hospitalization she has 
been constantly agitated and depressed, with in- 
creased psychomotor activity, chronic apprehension, 
and mannerisms, such as wringing the hands and 
pacing. Throughout the years reserpine, chlorprom- 
azine, and thiopropazate, as well as metrazol, have 
been used, but without results. Four months before 
treatment with Ro 5-0831/1 she was placed on 300 
mg. of mepazine daily, without effect. She was the 
only improved case in the series to be kept on a 
phenothiazine and also placed on the new drug. 
Due to the severity of her symptoms, she was given 
30 mg. of Ro 5-0831/1 daily. In one month she 
recovered completely from her agitation and de- 
pression, is fully oriented and shows only slight 
memory defects. She is pleasant, cooperative, and 
cheerful, looking forward to consultation for the 
purpose of evaluating her for eye surgery, this 
having been impossible previously due to her con- 
stant agitation. After surgery an attempt will be 
made to reduce the mepazine gradually and discon- 
tinue it if possible. 


2. This 38 year old female has been actively schiz- 
ophrenic for five years and was hospitalized a year. 
Since her illness she refused to leave the house, lost 
interest in her home and family, and insisted that 
her son not leave the house except to go to school. 
She had bizarre delusions and hallucinations. She 
arrived at the hospital in a catatonic stupor. Im- 
provement was only maintained three weeks follow- 
ing electric shock treatment. Three different phen- 
othiazines failed to improve her and she remained 
inert, mute, incontinent and a feeding problem. Im- 
provement began after she took the new drug three 
weeks at 60 mg. daily. She has now progressed to 
the point where she is on indefinite home visit at a 
dose of 30 mg. daily, is apparently without psycho- 
sis, and displays almost too much initiative. 


3. This 40 year old male schizophrenic was first 
hospitalized 19 years ago, and continuously so 
for the last 10 years. Electroshock and treat- 
ment with various phenothiazines were ineffective. 
His condition varied between catatonic posturing 
and actual stupor, and between extreme block and 
complete mutism. He had no apparent affect. On 
treatment with 40 mg. daily of Ro 5-0831/1 he 
has become cheerful, talkative and no longer a feed- 
ing problem. He works in one of the hospital’s de- 
partments and has ground privileges. Mental con- 
tent and sensorium disclose no psychotic manifesta- 
tions at present. 


4. This 59 year old female schizophrenic has been 
hospitalized 25 years. Despite treatment with elec- 
troshock and various phenothiazines she became an 
incontinent, severely blocked and incoherent vegeta- 


JUNE 


1959 DISEASES OF THE NERVOUS SYSTEM 271 


tive patient, with no demonstrable affect, who re- 
mained constantly in a catatonic posture except dur- 
ing sleep. The new medication at 60 mg. daily has 
improved her to the point of being oriented com- 
pletely to person and place and of being coherent, 
without block. She says that the last she remembers 
she was 26 years of age, and is now wondering 
where the various members of her family are; she 
does not remember their visits during the last quar- 
ter century. She has developed initiative and is 
continent. Further improvement may be expected 
as she has been on treatment only 10 weeks. 


Discussion 


The vegetative group was selected in or- 
der to give the “acid test” to the drug by us- 
ing it in patients with extreme chronic cata- 
tonia. In view of the fact that the literature 
on iproniazid is controversial as to the ef- 
fectiveness of that drug in schizophrenia, it 
was felt that this new drug should be tried 
in high dosage on these cases to give it the 
best test, and it is for this reason that the 
mean dose of 60 mg. was used. Belisle* found 
iproniazid to be ineffective in chronic aki- 
netic patients, and Hoshino’ concluded it did 
not help schizophrenics. Lauer’ found it ef- 
fective in combination with tryptophan. 
Whether this new drug has a somewhat dif- 
ferent effect or whether there is a greater 
amine oxidase inhibition in these cases is not 
known but there is a pronounced difference 
in this respect from iproniazid. 

Side effects are less than reported by Be- 
lisle,? and not significantly different than re- 
ported by Scanlon’ and Robie*® even though 
dosage has been as high with Ro 5-0831/1 
as with iproniazid. 


Summary 


1. Ro 5-0831/1 was given in a mean dos- 
age of 30 mg. daily to a group of depressed 
hospitalized patients; 11 showed maximal 
improvement, seven moderate, and three 
minimal; five were unimproved and four 
worse. 

2. It was given in mean dosage of 60 mg. 
daily to 21 extremely regressed patients. 
Two of these patients obtained maximal psy- 


chiatric improvement, and seven others 
showed varying degrees of “psychic ener- 
gization.” 

3. Seven schizophrenics, chronic but not 
extremely regressed, were given Ro 5-0831/1. 
Two improved maximally, one moderately, 
and one minimally. One was unchanged and 
two became worse. 

4. Hypotension plus vertigo occurred in 
five patients of the 58. Three patients were 
taken off the medication due to this diffi- 
culty. Other patients were able to tolerate 
the drug despite side effects. Four patients 
had extrapyramidal-like symptoms. Two 
cases had edema temporarily. Side effects 
were less frequent among the vegetative pa- 
tients on 60 mg. daily than among the de- 
pressed patients on a mean dose of 30 mg. 
daily. 

REFERENCES 


1. Ayd, F. J.: A Preliminary Report on Marsilid. 
Am. J. Psychiat., 114:459, Nov. 1957. 


2. Belisle, J. A., Townley, M. C., and others: A 
Study of Iproniazid Treatment in Chronic Aki- 
netic Patients. Am. J. Psychiat., 115:544, Dec. 
1958. 

3. Breitner, C.: Marsilid in Chronic Schizophrenia. 
Am. J. Psychiat., 114:931, Apr. 1958. 


4. Hoshino, A., and Cease, E. A.: Iproniazid Phos- 
phate in the Treatment of Chronic Hospitalized 
Schizophrenic. Am. J. Psychiat., 114:1111, June 
1958. 

5. Lauer, J. W., Inskip, W. M., and others: Obser- 
vations on Schizophrenic Patients After Ipro- 
niazid and Tryptophan. Arch. Neu’. & Psych., 
80:122, July 1958. 

6. Robie, T. R.: Iproniazid Chemotherapy in Melan- 
cholia. Am. J. Psychiat., 115:402, Nov. 1958. 

7. Roche Laboratories: Data Sheet on Ro 5-0831/1. 
N. J., 1958. 

8. Randall, L. O., and Bagdon, R. E.: Toxicology of 
Marsilid and Other Amine Oxidase Inhibitors. 
Dis. Nerv. Syst., 19:539, Dec. 1958. 

9. Scanlon, W. G., and White, W. M.: Iproniazid 
(Marsilid): Its Use in Office Treatment of De- 
pression. Am. J. Psychiat., 114:1036, May 1958. 


Acknowledgments: The Ro 5-0831/1 used in this 
study was supplied by Roche Laboratories. The lab- 
oratory work incidental to this study was done un- 
der the direction of Evelyn Fisk, M.D., hospital pa- 
thologist. 


| 
= 
| 
i ; 
i 
| 
| | 
py 


DISEASES OF THE NERVOUS SYSTEM 


JUNE 


Aging Within Hallucinations 


P. GORDON LEVER, M.B., B.S. 


Although much work has been done in 
evaluating the significance of hallucinations, 
not much attention has been paid to the 
aging of the “persons” who are involved 
therein. While interviewing an elderly par- 
anoid lady, it occurred to me that her con- 
cept of her persecutor had remained static 
for some 25 years despite the fact that she 
had aged during this time. Her delusions 
started about the time of her father’s death. 
She had already emigrated from Germany 
and she attributed his demise to foul play. 
Scon she was being “telepathized” and con- 
trolled by a man she called Hammerstein. 
(This name appears to be derived from 
Hamm, the maiden name of her stepmother, 
and stein the German for stone). Hammer- 
stein embezzled a large sum of money due 
her and had her committed to a mental hos- 
pital. During the course of 25 years the 
money increased from thousands to millions 
of dollars. Hammerstein took the place of 
the superintendent of the hospital and fooled 
everybody. He sent her messages from time 
to time by telepathy. The patient asserted 
she had seen him several times, I asked her 
his age when she first met him, and she an- 
swered about 50 to 55 years. I then asked 
if he looked any older, now that he was 
nearly 80. At this she looked puzzled and 
and said she had not seen him for some 
time. I suggested he might die soon.. She 
was silent after this for some minutes, then 
she said, “Oh no, I’d know if he had died, 
because the telepathy would have stopped.” 
It seemed to me that this patient had not 
even considered that her persecutor could 
grow old and die. 

Another patient, J. D., a former school- 
teacher, had a delusional daughter who 
used to “visit” him at the hospital. He had 
had her since 1955 when he had first met 
her mother. She was then seven, She is still 
seven. He could not explain why she had not 
grown any bigger nor lost any teeth, except 
to say that she gets older, but “‘it is all ac- 
cording to what I teach her.” She did not 


From Metropolitan State Hospital, Waltham, 


Mass. 


age in the ordinary way and has not grown 
any older in the last two years. 

A similar example arose with an elderly 
man who frequently was “thrown out of 
bed” by his wife’s lover. The delusional lover 
was seen quite clearly by him, even in the 
hospital, and was very threatening. Despite 
the fact that this ‘lover’ was about 45 years 
of age 15 years ago, he was still “looking 
about the same” and still as vigorous as 
ever. 

An example of an hallucination that ap- 
peared to age, was that of J. J. F. He had an 
hallucinatory angel who four years ago was 
pure white, She would speak to him, and tell 
him he was Chrst. Then she would perform 
fellatio on him. This she did for hours at a 
time, but the patient did not like it, because 
she was trying to take his penis. She threat- 
ened to burn or cut him at times. During the 
course of the four years, she had aged from 
18 to 22 years, but had recently developed 
“heavy black lines under her eyes like a 
prostitute” and she looked much older. Al- 
though this is an aging process, it seems to 
be related more to the fact that his onetime 
therapist (a lady) had married. The patient 
claimed that she had “used” him, and that 
“December won’t happen this year because 
she’s getting married in December.” He 
equated her marriage to someone else with 
prostitution, although he did not associate 
the angel with his therapist. 


Discussion 


The conception of time is not well utilized 
by schizophrenic patients. 

In a group of chronic schizophrenic pa- 
tients examined by Lanzkron and Wolfson' 
a perceptual distortion of temporal orienta- 
tion was found and orientation for time had 
become arrested at a time equivalent to 7 
months hospitalization. This was, of course, 
in unrecovered cases, so that the concept of 
time in recovered patients was not ascer- 
tained. The authors suggest that the pres- 
ence of perpetual disorder may indicate the 
probable prognosis. 

Dubois? stated that time is related to au- 
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thority, and is unconsciously equated with a 
disturbed reaction to authority. The loss of 
the sense of time by the schizophrenic rep- 
resents a part of his withdrawal from reality 
and its discipline. This may account for the 
apparent lack of the normal aging processes 
in the hallucinatory and delusional persons 
appearing to schizophrenics. It may be that 
the unconscious material which predisposes 
to hallucinations is still as active as before 
and being unconscious is timeless. But the 
emotional response certainly declines with 
the passage of time. In any case, the ac- 
ceptance of aging is difficult and unpleasant. 
Thus, middle-aged people frequently refer to 
one another as “girls,” or “boys.” 

In normal people there are long periods 
during which the concept of one’s own age 
does not vary. After puberty or thereabouts 
we are aware that we age, but we do not feel 
older in ourselves. This is what Hazlett 
calls ‘““The Feeling of Immortality in Youth.” 
E. Bleuler* states ‘“‘the hallucinated person is 
indeed never anything but personified and 
projected fragments of his own personality.” 

The hallucination does not age appreciably 
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because the patient does not feel himself 
aging, nor does “he” die, because the pa- 
tient cannot conceive of being dead. In one 
patient, I recall, his hallucinatory friend 
“Bennie” did die. However, the patient went 
to the “funeral” accompanied by a new 
friend, who was later also called ‘‘Bennie.”’ 


Another explanation of this phenomenon 
might be that in cases where the delusion is 
unchanging in age, the disease process is 
fixed and more chronic, whereas in the more 
mobile hallucination the process is free and 
therefore more amenable to treatment. The 
patients with changing hallucinations cer- 
tainly seem to be more anxious and more ex- 
plosive in their behavior. This might be 
used as a criterion for judging the prognosis 
of treatment. 
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BOOK REVIEWS 


MENTAL SUBNORMALITY. Biological, Psychologi- 
cal and Cultural Factors. By Richard L. Masland, 
M.D., Seymour B. Sarason, Ph.D., Thomas Gladwin, 
Ph.D. Basic Books, Inc., N. Y., pp. 442. $6.75. 


This comprehensive work constitutes a Survey of 
Research sponsored by The National Association for 
Retarded Children. This association is an active, 
intelligent and dedicated group and they were able 
to secure excellent workers for this project. The 
work is extensive and authoritative and divides it- 
self into two broad areas of study. One has to do 
with those factors which produce anatomical or 
chemical abnormalities of the nervous system; the 
other is concerned with the study of cultural and 
environmental factors which may prevent optimal 
functioning in the person whose nervous system is 
capable of normal activity. The two reports, though 
assembled through widely differing approaches, are 
united to comprise this volume. 

Masland, whose authority in the field is well 
known, writes the first section, The Prevention of 
Mental Subnormality, and discusses prenatal causes 
and postnatal causes and surveys the incidence of 
the affliction. Sarason and Gladwin, themselves 


well equipped in knowledge and experience, write 
the second section, Psychological and Cultural Prob- 


lems in Mental Subnormality, and, like Masland, 
they do an excellent and comprehensive job. 

It is obviously not possible to pick out various 
segments of the work for comment in the small 
space of this review. Suffice it to say it is very 
well done and the phychiatrist would do well to ac- 
quaint himself with this work, for it encompasses 
a defect which is productive of much heartache. 
There is an excellent bibliography of 303 articles 
and an index and one has no hesitancy in highly rec- 
ommending the work. 


Francis J. Braceland, M.D., Sc.D. 


TREATMENT OF CANCER AND ALLIED DIS- 
EASES. Vol. 2. Tumors of the Nervous System. 
Edited by George T. Pack, M.D., FACS, and Irving 
M. Ariel, M.D., FACS. 316 p. (340 iliustrations). 
$15.00. 


This second edition of a well known and definitive 
work is the result of the efforts of 30 authors, each 
well known in his field of surgery, neurosurgery, 
radiology or anesthesiology. The volume is the sec- 
ond of a series of 10 volumes on tumors of various 
systems and regions of the body. 


The editors remind us that today’s remarkable 
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advances in brain surgery are due to knowledge 
gleaned from three major areas: (1) excellent lo- 
calization, the fruit of modern neurology; (2) help 
received from diagnostic aids such as electroenceph- 
alography and radiology, and still more recently the 
use of radioactive isotopes; (3) the classification of 
neoplasms and a knowledge of their spread and nat- 
ural history. 

The first chapter sets forth the classification of 
tumors and considerations concerning surgical inter- 
vention. This was done by the late Alfred Adson 
and the capable young Hendrik Svien. The book 
then proceeds logically and comprehensively through 
various aspects of the problem in question. 
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That the work would be of high calibre is assured 
by the quality and experience of its outstanding au- 
thors. The layout of the book is good and the 
plates are particularly worthy of mention. 

It is obviously impossible to review the content 
of a work of this kind in a small space. Suffice it 
to say it is a book which every neurologist and neu- 
rosurgeon will want to own. Also the sections con- 
cerned with tumors of the peripheral nervous sys- 
tem and those concerned with surgical methods for 
the relief of pain due to malignancy will recom- 
mend the volume to a much wider medical surgical 
audience. 

Francis J. Braceland, M.O. 
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(Supervision of Sisters of Mercy) 
P. O. BOX 236 — DUBUQUE, IOWA 
or phone 8-8291 for information 


Mild Mental and Nervous Cases 


also 
Convalescent and Rest Patients 


Shock Therapy, Hydrotherapy, Physiotherapy, Occupational Therapy. 
Competent Staff. 
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DISEASES OF THE NERVOUS SYSTEM 


GLENSIDE HOSPITAL 


FOUNDED 1909 


Located in an attractive rural setting in the heart of Boston for the care of nervous, 
mental and geriatric disorders, alcoholism and drug addiction. 

The new Ordway Therapy Unit includes the most modern electrotherapy equipment. 
Anesthesia by the Hand-Auden Associates and trained personnel available to cour- 


tesy staff. 
DORIS M. HORWOOD, Superintendent 


RUTH M. CROSSFIELD, M.D., Medical Director 


6 PARLEY VALE, JAMAICA PLAIN, MASS. 
JAMAICA 4-0044 RATES MINIMAL 


HILLCREST HOSPITAL est. 195 


(formerly The Retreat, Inc.) 
DES MOINES 12, IOWA 


For the diagnosis and treatment of Nervous and Mental Disorders 
in a homelike environment. 


Occupational Therapy, Physiotherapy and Shock Therapy 
Open Psychiatric Staff 


HERBERT C. MERILLAT, M.D., Medical Director HERBERT W. VETTER, Administrator 


P N E W O O D Physicians in Charge 


DR. WALTER A. THOMPSON, F.A.P.A., Clinical Director 
Westchester County Katonah, N. Y. Tel.: Central 2-3155 


A competent sixty bed psychiatric hospital offering an approved program for training residents 
in neuropsychiatry. Psychoanalytically oriented. Patients receive individual treatment sessions 
and also group therapy. Electroshock therapy and its modifications available. Pharmacological 
therapies. Consulting staff of specialists. Monthly clinical conferences open to the profession. 


N. Y. City Offices—By Appointment 


DR. EPSTEIN—975 Park Ave.—Tues., Thurs., Sat. RH 4.3700 
DR. WENDER—59 East 79th St.—Mon., Wed., Fri. BU 8-0580 


For Intestinal Dysfunction 


NUCARPON® 


Each tablet cont: Extract 
of Rhubarb, Senna, Precip. 
Sulfur, Peppermint Oil, 
Fennel Oil in activated 
charcoal base 


For making Burew’'s Solution 
U.S.P. XIV 
WET DRESSING Use 


PRESTO-BORO® 


(Aluminum Sulfate and 
Calcium Acetate) 
POWDER JN ENVELOPES 

ABLETS — 


yan 


For treatment of Swellings, 
inflammations, Sprains 
\ molime 
tablets 
nd of 100 t# For Pulmonary Conditions 


n Pharmacies TRANSPULMIN® 


3% solution Quinine with 
22% Camphor for Intra- 
muscular Injection. 


STANDARD PHARMACEUTICAL CO., INC., © 253 West 26th St., New York 


| 
| 
JUNE 
| 
B EUPHORI FOR NERVOUS: 
| IRRITABLE PATIENTS 
Use 
= 
R 
ERIANETS-DISPER 
reg. V Pat otf 
ek Each Chocolate Coated Tablet Contains Ext. Valerian (highly concen- 
grated) 0.05 Gm. Tapergentized finely subdivided for maximum efficiency 
TASTELESS. ODORLESS. WON-DEPRESSANT SEDATIVE and EUPHORIC 
are indicate cases of nervous excitement and 
exhaustion. anxiety and depressi¥ and 
At All Prescriptio 
SS 


